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ORIGINAL ARTICLES 
VOLKMANN’S CONTRACTURE.* the child suffers extreme pain, the fingers 
J. K. Simpson, M. D., become rather cyanatic and edematous and 
‘csonville. Fi later numb and stiff. 
Jacksonville, Fla. This is the stage in which the treatmént 
The condition which bears the name of of Volkmann’s contracture is most effective. 
Volkmann’s contracture is a shortening of The apparatus should be removed immedi- 


the flexor muscles of the forearm, causing a 
flexion of the fingers with loss of ability to 
extend them. 

It is the end result of a disease of the 
muscle bellies of the flexor muscles, spoken 
of as traumatic or ischemic myositis. The 
condition usually follows an injury near the 
elbow, fracture or dislocation or both, and 
was formerly attributed directly to the in- 
jury. It is now, however, a well-established 
fact that the lesion is due to treatment of 
these injuries rather than to the injuries 
themselves, and Murphy refers to it as the 
“surgeon's lesion.” The sequence of events 
leading to the condition of Volkmann’s con- 
tracture is as follows: 

A child between the ages of four and 
fourteen receives an injury in the region of 
the elbow usually from a fall. The injury 
may be a fracture, a dislocation or only a 
sprain. The elbow is put up in splints, 
bandages, adhesive plaster, plaster of paris, 
or in acute flexion. There occurs an acute 
swelling of the soft tissues from extravisa- 
tion and edema, a congestion of the veins, 
a partial occlusion of the arteries, a stagna- 
tion of the blood, thrombosis of some of the 
smaller vessels, and the whole pathologic ex- 
pansion of the soft tissues is held in a non- 
expansible case composed internally of the 
fibrous and bony envelopes of the muscles 
and externally of the dressing applied by the 
physician. During this stage of the disease 


*Read before the forty-fourth annual meeting of 
the Florida Medical Association, at Atlantic Beach, 
May 18, 19, 1917. 


ately, not the next day and not two hours 
later, for the damage may be done in a few 
hours, and is usually done in the first twenty- 
four to forty-eight hours. After removing 
the apparatus the arm should be put in semi; 
flexion, elevated, given gentle massage and 
every effort made to lessen the swelling and 
promote a return of free circulation. Asa 
last resort it is theoretically good practice to 
split the fascia covering the muscles, either 
subcutaneously or with the skin, over the 
whole length of the flexor muscles, to de- 
compress them. 

If nothing is done during this stage except 
to give the child some sedative, as is too 
frequently the case, the next stage of the 
pathalogic sequence occurs, which is cloudy 
swelling and death of the individual muscle 
fibers. Then when the dressings are removed 
in two or three weeks the child can not flex 
the fingers, not because of nerve injury, but 
because of the loss of the contractile power 
of the muscle, due to death of its fibers. This 
death may be limited to certain areas or may 
be complete. 

From this stage on, for a period of three 
or four months, there occurs the last path- 
alogic stage in the sequence; the absorption 
of the cellular exudate, the replacing of the 
muscle fibers by connective tissue, and the 
contraction of the connective tissue, as any 
scar contracts as it grows older, causing a 
shortening of the flexor muscles, and a con- 
sequent flexion of the fingers. This is ex- 
aggerated by growth of the bones, which 
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Note the extreme flexion of the fingers, 


Fig. 1. 
and how the flexor tendons stand out at the wrist 
when the wrist is extended. The fingers could be 
fully extended when the wrist was fully flexed. 


serves to lengthen the distance between the 
origin and insertion of the muscles, now 
composed of nearly inelastic cords. This 
brings us to the condition known as Volk- 
mann’s contracture, the diagnosis of which 
is easy, but the treatment unsatisfactory at 
best. 

There may be varying degrees of nerve 
damage coincident with the damage to the 
muscles, or even resulting from inclusion of 
the nerves in the fibrous tissue of the 
muscles. The ulnar and median nerves are 
the ones most often affected. Thomas found 
in a search of the literature including 107 
cases that nerve lesions occurred in 62 of 
the cases. 

Treatment in the final stage of the disease 
has as its aims the correction of the de- 
formity, and the restoration of as much of 
the contractile power of the muscles as is 
possible, and the success of the treatment is 
in direct ratio to the amount of normal 
muscle tissue remaining in the muscles. 


The deformity may be overcome by any 
one of three methods: (a) Gradual stretch- 
ing of the shortened muscles by some 
mechanical appliance. (b) Lengthening the 
tendons of the affected muscles by a sliding 
tenoplasty. (c) Shortening the distance be- 
tween the origin and insertion of the muscles 
by resecting a section of bone in each of the 
forearm bones. 

here are sound arguments put forward 
in favor of each of the methods by their 
advocates, but personally I prefer lengthen- 
ing the tendons. It is true that in advising 
any open operation on these cases one has 
to consider the fact that the tissues, due to 
poor circulation and trophic changes, may 
not heal kindly; but against the gradual 
stretching there is the tendency of stretched 
fibrous tissue to recontract, and of further 














The hand is here shown put up in the 


Fig. 2. 
elastic extension apparatus made after the design 
of Dr. Alfred Taylor of New York for the purpose 


of extending the shortened joint capsules. The 
hand splint is made of sheet zinc cut and moulded 
to fit the extended hand. 
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SIMPSON: VOLKMANN’S CONTRACTURE 


damaging a weakened muscle by stretching 
its fibers. It is a recognized requisite every 
where in treating weakened muscles by 
physical therapeutics, that the muscle in 
question be kept relieved from all strain, 
fatigue and over-stretching. Mechanical cor- 
rection of the deformity followed by pro- 
longed physical therapeutics has seemed to 
me to offer the best chance for recovery in 
these cases. 

I wish to submit the record of a case 
which is still under my observation. 

The patient is a boy sixteen years of age, 
who came under my observation on the 15th 
of November, 1916. 

The family history and past medical his- 
tory have no bearing on the present trouble. 
He was always healthy until the present 
trouble began, and in fact his general health 
is still good. 

He came to me because of the loss of all 
use of the left hand, due to flexion of the 
fingers and to a severe hyperesthesia of the 
skin of the palm. 

















_Fig. 3. Shows the amount of voluntary exten- 
sion of the fingers and also the separation two 
months after operation. 




















Fig. 4. Shows the hand in the voluntary act of 
grasping an object. 


The history of the onset is as follows: 

February, 1916, he was thrown from a 
horse and struck the ground on his left arm 
near the elbow. He was told by a physician 
that there was a dislocation of the elbow, 
and a fracture of the arm above the wrist. 
He was ansthetized and his arm put into a 
splint and bandaged. The arm immediately 
began to swell and to give him intense pain, 
the hand also was badly swollen. The 
bandage was removed three days after its 
application. Three weeks after the injury 
the dressings were removed and an opera- 
tion performed in the region of the elbow, 
an incision being made on the anterior sur- 
face. He does not know the nature of the 
operaticn nor why it was performed. About 
« week after the operation he began to have 
various parsthesias of the palmer skin, and 
that of the palmer surfaces of the fingers. 
This area then became very hyperesthetic 
and has remained so to the present time. 
The wrist and elbow were stiff at first after 
the splint was removed, but they soon re- 
gained the normal amount of motion. The 


fingers, however, have remained in the 
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flexed position, and have grown gradually 
worse up to two or three months ago, since 
which time they have remained about the 
same, 

Examination. 


A complete physical examination shows 
nothing of pathological import other than 
that found in the’ hand and forearm, with 
the exception of enlarged tonsils. The 
affected arm and hand show the following 
changes: There is a scar on the anterior 
aspect of the bend of the elbow, which has 
widened into,a semikeloid formation. There 
is a general atrophy of the muscles of the 
forearm, and those of the flexor group show 
the most marked change. The bellies of 
these muscles are distinctly smaller than 
normal, and are hard and brawny to palpa- 
tion. The bellies do not extend as far down 
the arm as normal, appearing to be mostly 
tendious. There is a decided atrophy of the 
thenar, hypothenar and lumbricales. The 
fingers are flexed into almost full flexion, 
and this is increased upon voluntary or pas- 
sive extension of the wrist. This is caused 
by a distinct shortening of the flexor 
muscles, especially the flexor profundus 
group, which acts as a bowstring of the 
wrist. 

All motions at the wrist and elbow are 
normal. There is no complete paralysis of 
any of the muscle groups, but a decided 
weakening of the flexors. There is, there- 
fore, no nerve paralysis present. Tests for 
sensation show that there is nowhere a loss 
of sensation, and except for the palmer sur- 
face of the hand and fingers, especially the 
middle and forefingers, the sensation is 
normal. In this area, that of the cutaneous 
distribution of the median nerve, there is 
a very decided hyperesthesia, amounting to 
a real pain when this part of the skin is 
lightly brushed. The skin of the lower fore- 
arm, hand and fingers is somewhat skiny, 
and the circulation is not good in the hand, 
which easily becomes cyanotic. Manipula- 
tion of the scar at the elbow causes parzs- 


thesia in the distribution of the median 


nerve. No neuroma can be felt at the elbow. 
X-ray examination shows no evidence of 
present or past bony or joint: lesion. 


Explanation of Symptoms and Clinical 
Diagnosis. 


The flexion of the fingers is due to 
shortening of the flexor muscles, especially 
the profundus digitorum. This has been 
caused by a traumatic myositis involving the 
bellies of these muscles, caused by the ap- 
plication of tight bandages at the time of the 
injury, and followed by the appearance of 
scar tissue in the substance of the muscles, 
replacing the muscle fibers, contracting and 
causing a shortening of the muscles with 
impairment of their contractile power. The 
case is not one of nerve paralysis, as each 
group of muscles respond to central contrac- 
tion impulses. The hyperesthesia over the 
palmer surfaces of the fingers I attribute to 
the inclusion of the median nerve in the scar 
at the flexion of the elbow, acting as an ir- 
ritating lesion. 

Treatment. 


On the 17th of November, under a gen- 
eral anesthetic, the following operation was 
done. The median nerve was exposed and 
found to be surrounded by scar tissue, being 
densely adherent to the skin and underlying 
tissues. This was dissected free from the 
scar, surrounded by an egg membrane, and 
buried in a deeper channel under the muscles. 

An incision was then made over the 
shortened flexor tendons just above the 
wrist, and each one separately lengthened by 
a split and sliding tenoplasty, from one to 
two inches, until the hand could be brought 
into full extension without pull on the 
tendons. Due to the contraction of the 
ligamentous structures on the flexor sur- 
faces of the fingers from the long continued 
flexed position, it was necessary to gradually 
stretch them, so the hand, after the wounds 
had healed with the application of a splint, 
was put into the present extension apparatus. 

I used egg membrane for making a new 
tunnel for the nerve, and for new tendon 
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JELKS: THE ADVANTAGES OF THE PROPER HANDLING OF ACUTE APPENDICITIS 


sheaths, for two reasons: First, because 
there was no fat in the arm which could be 
utilized for that purpose, and, secondly, be- 
cause the skin was so tight over the wrist 
that it would not permit the introduction of 
much extraneous material and at the same 
time allow for proper closure. The wounds 
healed by primary union. 

At last report he was using his hand in 
eating, dressing himself and was able to lift 
about five pounds in the grip of his hand. 

The hypersthesia of the palmer surface 
of the fingers entirely disappeared after the 
operation and has not returned, the sensa- 
tion now being perfectly normal. 

331 St. James Building. 





THE ADVANTAGES OF THE PROP- 
ER HANDLING OF ACUTE 
APPENDICITIS.* 

Epwarp Jevks, M. D., 
Jacksonville, Fla. 


Perhaps there is no other situation which 
taxes to such a degree the judgment and 
persuasive powers of the surgeon and prac- 
titioner, as that of deciding what to do in 
getting his advice followed after he has 
made the diagnosis of early appendicitis. 
Not one of us can predict with certainty 
what will be the outcome if conservative 
measures are followed and the disease per- 
mitted to take its own course. The practi- 
tioner sees many times what may appear in 
the beginning a severe case of appendicitis, 
clear up in just a few days, consequently 
he may hesitate to advise operation as soon 
as the diagnosis is clear in his mind. To 
him falls the problem of presenting in the 
best manner to the patient and his family 
the question of operation. ‘What will hap- 
pen, Doctor, if we wait,” is so often asked 
of him and he is pressed to make a reply 
what will be to the best interest of the pa- 
tient. To state simply that the condition 


*Read before the forty-fourth annual meeting 
of the Florida Medical Association, at Atlantic 
Beach, May 18, 19, 1917 
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may develop into one of abscess with peri- 
tonitis often does not carry with it sufficient 
definiteness to impress the patient and his 
family that such a disastrous outcome could 
follow in their particular case; and we know 
that it might not. It is our object in present- 
ing this paper to give the experience with 
appendicitis at the Riverside Hospital dur- 
ing the past five years, in the hope that this 
experience may be of some service in offer- 
ing a concrete instance of what happens 
when the operation is performed early and 
what happens when it is postponed until 
drainage has become necessary. We will 
consider our efforts worth while if this ex- 
perience should be of help to one who is 
confronted with the problem of making the 
family and patient see the importance in 
not postponing operation when an early 
diagnosis of appendicitis has been made. 

We have selected only those cases of ap- 
pendicitis which were not complicated by 
other surgical conditions. We have also 
studied the cases in which appendectomy 
was performed for chronic appendicitis in 
order to make a comparison with those 
operated upon for acute appendicitis with- 
out drainage; and, of course, we report 
those cases of acute appendicitis which have 
gone on to abscess and peritonitis. In ail 
there are 90 cases of chronic appendicitis, 
101 of acute appendicitis without drainage 
and 106 of acute appendicitis with drainage. 
The total number of operations for appendi- 
citis is 489. 

We are often asked by the patient how 
long an operation would necessitate his be- 
ing in the hospital. To many, this is oi 
great importanee, since the matter of ex- 
pense and time from business may influence 
one either to decide for or against imme- 
diate operation. The average stay in the 
hospital for those operated upon for chronic 
appendicitis was 10% days and those for 
acute appendicitis without drainage 91% 
days. This at once suggests to us that it is 
usually poor judgment to wait until an at- 
tack is over in order to do the so-called in- 
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terval operation. We are more forcibly im- 
pressed with this when we observe that 
there are no more complications nor greater 
mortality in one class than another. Just at 
this point there also arises the possibility 
that the attack in consideration may be the 
one in which the abscess or peritonitis may 
develop. The average stay in the hospital 
for those patients where drainage had to 
be instituted was 22% days. Thus we see 
that if the operation is done before drainage 
is necessary, the hospital time of the patient 
is just two and a half times as much as 
when the disease has progressed to the point 
where it requires drainage; in other words, 
the hospital can care for two and a half 
times as many patients and with the same 
expense if the operation is done sufficiently 
early that the wound can be closed. 

We are greatly pleased in studying the 
records to find that with the patients where 
no drainage was necessary, convalescence 
was so uneventful. There has not been one 
case of frank pneumonia. There were only 
two instances in which abscess developed in 
the wall after the operation. Even then their 
hospital time was less than that after the 
operation for abscess. We have not a complete 
record of the occurrences of fecal fistula nor 
can we tell just how long there has been 
drainage in abscess cases after the patient 
left the hospital, but to all comes the experi- 
ence where this has extended over weeks 
and probably months with the necessity 
finally of operation for closing the fistula 
or drainage tract. 

In the 195 cases without drainage there 
has not been a death. The mortality, how- 
ever, where abscess and peritonitis had 
developed was 7 per cent, that is 7 cases out 
of 105. Of these, one also had diabetes 
mellitus. _The deaths occurred at various 
lengths of time after operation, from one 
day to several weeks. Further comment is 
hardly called for since the figures show so 
plainly the practical safety when the opera- 
tion is performed early, and the chances we 
are running by postponing it until the ne- 


cessity arises for a drainage operation to be 
performed. 

We beg to digress long enough to refresh 
in our minds the importance of not using 
purgation when there is a possibility of in- 
flammation of the appendix. This was im- 
pressed upon us very forcibly several months 
ago when on opening an abdomen there was 
found free in the peritoneal cavity castor oil 
which had been given to the patient several 
hours previously. It is our custom always 
to postpone catharsis when there is abdomi- 
nal pain, rigidity and fever. If it is not pos- 
sible to make a definite diagnosis, the safest 
course to follow is to stop food, apply an ice 
bag to the abdomen, give enemeta, omit 
opiates, and watch the symptoms closely 
until the exact nature of the disease can 
be determined. 

A conclusion for such a short paper would 
seem amiss, but we wish to restate what we 
have learned by experience in the surgical 
handling of acute appendicitis. The early 
operation, that is, an operation before drain- 
age has become necessary, has the following 
advantages over a later operation: First, 
there is great saving in time and expense to 
the patient; second, convalescence is more 
comfortable and uneventful; third, compli- 
cations are reduced to a minimum; fourth, 
there is practically no mortality. Could 
these four points be presented to each patient 
it would be far easier for him to see our 
point of view and follow those lines of treat- 
ment which would assure him the quickest 
and surest recovery. 

It would be helpful to us all to keep in 
mind the advice of the late John B. Murphy: 
“The initial symptoms of appendicitis are 
clean-cut and almost unmistakable. The 
later symptoms are almost equivocal and not 
to be relied on. The mode of onset of an 
attack of appendicitis is no clue to its prob- 
able course or complications. We can never 
tell in a given case what the next day may 
bring. Therefore, operate today. By opera- 
tion we may take the course of the disease 
into our own hands. By not operating we 
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WAAS: THE INDICATIONS AND ABUSE OF CESAREAN SECTION 


leave the case in the hands of a blind and 
often terrible, cruel fate.” 





THE INDICATIONS AND ABUSE OF 
CESAREAN SECTION.* 
Freperick J. Waas, M. D., 

Jacksonville, Fla. 


The large increase in the number of 
Cesarean sections being done during the 
past few years throughout the country, very 
properly brings before us the consideration 
as to whether the frequency of this opera- 
tion is justified or not, and a statement of its 
indications and contraindications. The ease 
and safety with which the peritoneal cavity 
can be entered, if the rules of modern sur- 
gery are followed, has tended to make it 
quite popular among the profession, and to 
a certain extent among women. 

The short time it takes for its perform- 
ance, the absence of shock, of lacerations 
and injuries to the mother’s soft parts, no 
injuries to the babies, make a decided ap- 
peal to the obstetrician; while the relief 
from the suffering of a long and tedious 
labor appeals more strongly to the woman. 
Owing to the great amount of sentiment 
connected with this operation, it pains me to 
say that this sentiment is unfortunately 
taken advantage of by some men surgically 
inclined. They are biased by their knowl- 
edge of what can be safely accomplished by 
surgical means; others who do no surgi- 
cal work at all, but have attained a certain 
degree of skill in delivering difficult cases, 
are prejudiced in favor of Cesarean opera- 
tions. To my mind the best course to pursue 
is to weigh the evidence of our findings, and 
give the mother and baby the benefit of our 
obstetric surgical judgment. 

Therefore, in considering the method of 
delivery of our prospective mothers, we 
must consider not only the immediate mor- 
bidity and mortality, small as it is, but the 


*Read_ before the forty-fourth annual meeting 
of the Florida Medical Association, at Atlantic 
Beach, May 18, 19, 1917. 





39 


possibility of rupture of the uterine scar 
under strain. Bearing these dangers in mind, 
there is a small but definite group of cases 
which can be delivered more safely by ab- 
dominal section than by the natural passage, 
and in my opinion it is only by adhering 
closely to the more or less definite indica- 
tions rather than operating on all possible 
cases, that we can keep this valuable opera- 
tion from falling into disrepute. 

In looking over recent literature, I find a 
very large number of conditions given as 
reasons for operating. Some of these indica- 
tions I will mention: 

Absolutely contracted pelvis, dispropor- 
tion between fetus and pelvis, contracted 
pelvis (borderline cases), contracted outlet 
in funnel pelvis, habitual fetal death in labor, 
prolapsed cord, tumors obstructing birth 
canal, stenosis of cervix from scar tissue or 
cancer, eclampsia, placenta, previa, prema- 
ture separation of placenta, cardiac decom- 
pensation with complications, edema vulva, 
face, brow, posterior occiput and transverse 
presentation, breech presentation in primi- 
para and pyelitis. 

In this long list there are a very few 
definite indications, a number of allowable 
indications, more of very hazy indications, 
and some that are indefensible. I will take 
some of the indications up separately. 
Absolutely Contracted Pelvis: 

About this condition there is little argu- 
ment. Williams states that “A true con- 
jugate of less than 7.5 c.m. renders spon- 
taneous birth impossible, though it is pos- 
sible after craniatomy.”’ Personally I could 
never recommend craniatomy, as I think it 
the most brutal'and not indicated operation 
in obstetrics. 

Contracted Pelvis (Borderline cases): 

These would be the cases with a true con- 
jugate above 7.5 c. m., and here the obstet- 
ric judgment and individual preference of 
the attendant comes into play; fortunately, 
in this country, extreme degree of pelvic 
contraction with marked deformity are ex- 
tremely rare. We have, however, a large 
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number of relative contractions which may 
be grouped under this caption: 
First—Those with flattening of the inlet, 
with simple flat pelvis, a result of nutritional 
disturbance or early occupational deformity. 
Second—The justo-minor or generally 
contracted pelvis. In addition to these brim 
contractions, which so often pass unnoticed 
until they cause distocia. 
Third—The funnel pelvis or contracted 
outlet is not without clinical importance. 
These three types of pelvis causes a little 
change in the general appearance of the 
woman, that unless the practitioner resorts 
to routine pelvimetry, many women will fail 
into labor and dystocia result without his 
appreciation of the cause. The modern ob- 
stetric art assumes that the man who under- 
takes the delivery of a woman is sufficiently 
equipped to deliver her by such means as 
will insure a living child and a living mother 
whose soft parts have not been sufficiently 
traumatised, or if these have been unduly 
injured, to repair them in such a way as to 
leave her anatomically normal. To accom- 
plish this end successfully and give each 
woman what she is entitled to, she must re- 
ceive proper prenatal care in order that her 
general health may be put in the best pos- 
sible condition to withstand the strain of 
labor. If she is a multipara, this investiga- 
tion must also include a history of her 
previous labors, and an investigation of her 
inlet and outlet diameters ; if she is a primi- 
para, more exact mensuration becomes of 
still greater importance, because we have no 
record of past labors to guide us during 
subsequent performances. Furthermore, it 
is important to estimate by external palpa- 
tion and fetometry the approximate size of 
the fetus, and to accurately determine its 
presentation, position and posture. No 
physician should undertake the care of ob- 
stetric cases unless he has the time and 
willingness to study the rate and rhythm of 
the fetal heart throughout the course of 
labor, for obstetrics today is knowing what 
you are going to meet and preparing your- 


self to meet it, and in all difficult labors the 
character of the fetal heart determines the 
course to be persued. Obstetricians now, 
more than ever before, are recognizing the 
right of the unborn child; the heart during 
a normal contraction of the uterus in the 
second stage, shows extreme flights, add tu 
this the trauma of moulding, and we get 
cyanosis, etc. Finally the most important 
factor in the conduct of a complicated labor 
is the training in obstetrical technique and 
asepsis. It is beyond dispute that vaginal 
examinations made through an unprepared 
introitus bear a direct relation to the fre- 
quency of sepsis. An obstetrician should be 
able to carry a woman through labor and 
note the progress of the fetus in its descent 
through the pelvis by repeated abdominal 
and rectal examinations. 

Granted a man is equipped to do obstet- 
rics, each case resolves itself into the ques- 
tion of whether a particular baby can pass 
through a particular pelvis at this time. The 
ability to answer this question is what makes 
a successful obstetrician, for whether the 
fetus will or will not pass through a given 
pelvis depends on the relative size of the 
fetus and that pelvis, the malleability and 
mouldability of the fetal head, the presenta- 
tion, position and posture of the fetus, the 
axial relation of the fetus to the several 
planes of the pelvis, and the force of the 
uterine contraction. It is not difficult for a 
man to recognize an absolute contraction of 
the pelvis, which will not permit the pass- 
age of any child, but it is difficult for him to 
estimate the prognosis in a relative dispro- 
portion where the child has gone over term 
with ossification of the fetal vault or where 
the baby is oversize from overfeeding, or 
where the inclination of the pelvis does not 
admit of its ready entrance, or where the 
brim contraction, though slight, is enough to 
disturb a normal posture. It is these cases 
that test the skill of the accoucheur. 

In pelvic contraction, with a true con- 
jugate of 8.5 c. m. or more including justo- 
minor pelvis, each woman should be given 
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WAAS: THE INDICATIONS AND ABUSE OF CESAREAN SECTION 


an aseptic test of labor before determining 
what mode of delivery is necessary. Statis- 
tics show that a great percentage of them 
will be delivered spontaneously. Experience 
has taught that to say a conjugate vera of J 
c. m. or less demands section without weigh- 
ing other factors upon which successful de- 
livery depends, or without giving the in- 
dividual case a test of labor, is not scientific 
obstetrics and subjects the woman to 
hazards which she should not be asked to 
take. 

Just a word regarding the induction of 
premature labor as a method of treatment 
in pelvic contraction. It is a thing of the 
past, for it is an abnormal labor and opens 
the way to sepsis, Operative intervention, 
and is bad judgment; the premature child 
bears trauma badly. Some obstetricians con- 
tend that podalic version and extraction is 
a solution of the difficulties in minor degrees 
of flat pelvis; podalic version should be re- 
garded as an emergency obstetricial pro- 
cedure, and one fraught with a great deal 
of danger both to mother and child. I am 
of the opinion that in those cases where, 
after a test of labor, the head fails to en- 
gage pubiotomy or Cesarean section gives 
the child the best chance. 

Surely the maternal results from section 
are as good as those from the use of forceps 
on the unengaged head, while there is more 
or less danger to the child; forceps to the 
floating head cannot be too strongly con- 
demned, as bruised and maimed babies and 
death from compression are not of infre- 
quent occurrence, and in addition, the wom- 
an’s soft parts are extremely damaged. It 
is poor obstetrics to do a Cesarean section 
because we have the opportunity, because it 
is easy and simple, or because we can per- 
suade ourselves or the patient that it is per- 
missable on account of a slightly contracted 
pelvis. It is also bad obstetrics to drag a 
child through a small pelvis by forceps or 
version simply to demonstrate our ability to 
do so. These borderline cases should be de- 
cided by trying to put aside our personal 
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preference and prejudice and deciding what 
is for the best interest of mother and baby. 
If we cannot come to a conclusion, it surely 
is permissable to allow the test of labor for 
a limited number of hours, hoping that the 
head will engage. If we find that the head 
will not engage, we can operate, and if it 
does engage we have the satisfaction of not 
performing an unnecessary operation. 
Contracted Outlet: 

The funnel type of pelvis is more common 
than is generally supposed, and many wom- 
en who give a history of low forceps belong 
to this class of type. Fortunately we do not 
see many of the badly contracted outlets ; 
they may cause trouble in delivery. How- 
ever, if the distance between the tubera 
ischii measures less than 8 c. m., the anterior 
and posterior saggital should be estimated. 
If the posterior saggital falls short, it is 
better to do Cesarean than to subject the 
kaby to the danger of cerebral hemorrhage 
from a difficult forceps extraction; as has 
been pointed out, it is sometimes easy to get 
a head in a pelvis but difficult to get it out. 
Habitual Fetai Death in Labor: 

We should do our best in these cases to 
determine the cause of the previous deaths, 
by Wassermann reaction, careful explora- 
tion of the pelvis cavity, etc. If we are 
unable to ascertain the cause and are there- 
fore unable to correct it, I feel that these 
women are entitled to a Cesarean section to 
obtain a living child. 

Tumors Obstructing Birth Canal: 

Tumors obstructing the birth canal form 
a more or less indication for section. These 
may be uterine fibroids or the various solid 
or semi-solid ovarian tumors; but as they 
often become gangrenous from labor press- 
ure or torsion of pedicle, it is safer for the 
mother not to subject her to the risk of 
labor. 

Prolapse of Cord: 

This complication in a multipara should 
never be an indication for section. In a 
primipara with rigid cervix it may be an 
indication. 
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Placenta Previa: 

No one would agree that all placenta 
previa should be treated by section, and 
surely no one should say that no placenta 
previa should be so treated. The ordinary 
classification of placenta previa is that of 
marginal or only a slight encroachment on 
the cervix partial or the os partly covered 
by placental tissue. Complete the os com- 
pletely covered, central the os not only com- 
pletely covered but near the center of the 
placenta. Considering the subject in all its 
phases, I cannot feel that Cesarean section 
is to be recommended save in a very few 
cases of placenta previa. It can never come 
into general use in the treatment of such 
cases, because of the multiplicity of inher- 
ent dangers, and because placenta previa is 
always an emergency, and must be treated 
as such. As soon as the diagnosis is deter- 
mined, the treatment should begin. There 
must be very little delay. If there is much 


hemorrhage, we can’t wait until the child 


is viable. The time lost while repeated 
hemorrhage occur, repeated examinations 
are made, and repeated tampons are applied, 
mean a constantly lowered resistance and 
almost certain infection for the mother. If 
the child is viable, the Braxton-Hicks meth- 
od should be chosen, bringing down a leg 
to act as a plug that may be pulled down, 
if necessary, to restrain hemorrhage, pull- 
ing on the leg as little as possible, but allow- 
ing spontaneous delivery of the shoulders 
with prompt delivery of the after coming 
head, offers the child the best chance for life, 
and it is fairly safe for the mother. If the 
child is not viable, then all that is necessary 
is to rupture the membrane freely and await 
spontaneous delivery. 

Cesarean section, if used in central im- 
plantation and in some of the complete 
variety, will give a much lower mortality 
than if we use other treatment and allow 
our patient to become exsanguinated during 
the slower delivery. Whatever treatment is 


used, the fetal mortality will always be con- 
siderable as many of the infants are pre- 
mature or weak from loss of blood. 


Premature Separation of Normally Im- 
planted Placenta: 

Most of these we see are not especially 
serious, and may safely be treated as we 
would treat a mild degree of placenta 
previa by dilating the cervia with a hydros- 
tatic bag. Williams reports several cases 
of a very dangerous type in which the body 
of the uterus has undergone degeneration 
and refuses to contract. This type should 
be kept in mind, and a section should be 
done followed by a hysterectomy. 


Eclampsia: 

There have been many theories advanced 
as to the cause of this serious complication 
of pregnancy, and as many methods of 
treatment, two of the most rational theories 
are: 

First, an excess of cytotoxin (a proteid 
poison originating from the fetus), circulat- 
ing in the maternal blood and which is not 
neutralized by sufficient cytotlysin of ma- 
ternal origin. 

The other theory is that it is an excess 
of the products of maternal and fetal 
metabolism which the liver and kidneys can 
not dispose of. The concensus of opinion is, 
I think, that the theory of a protein poison 
is the nearest right; what the real cause is 
we don’t know, except that it is a toxzemia 
in which the kidneys and liver are the chief 
organs to sustain damage. Taking for 
granted that it is a toxemia caused by the 
product of pregnancy, to my mind [| think 
the most rational thing to do is to remove 
the cause and empty the uterus either by a 
vaginal section or abdominal Cesarean sec- 
tion. We must not lose track of elimination, 
rectal lavage, merphia, chloral, bromide, etc. 
I am not going into the treatment of eclamp- 
sia by the watchful, waiting policy, which 
is so popular in the minds of many 
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THE SIGMOID.* 
Marvin H. Smiru, M. D., 
Jacksonville, Fla. 


In selecting the sigmoid as my theme, I 
wish to preface my remarks by saying that 
I have no thought whatever of going into 
the subject in extensive detail. My plan is 
to discuss it in a general way and touch a 
few of the points that appeal to me as I see 
them in my daily practice. 

The sigmoid flexure of the colon, which I 
shall hereinafter refer to as the “sigmoid,” 
takes its name from the fact of its resem- 
blance to the letter “S.” In the textbooks 
it is described in the following manner under 
the name of the pelvic colon: It is a large 
coil of intestine which begins at the inner 
border of the left psoas muscle, where it is 
continuous with the iliac colon, and ends at 
the level of the third sacral vertebra by pass- 
ing into the rectum proper. Between these 


two points it has a well developed mesentery 
and forms a large and variously shaped coil 


which usually lies in the cavity of the pelvis, 
most commonly, however, it has the follow- 
ing arrangement: Beginning at the inner 
margin of the left psoas muscle, it first 
plunges over the brim into the pelvis, and 
crosses this cavity from left to right; it next 
bends backward and then returns along the 
posterior wall of the pelvis towards the 
middle line where it turns down and passes 
into the rectum. 

The usual length of the sigmoid is about 
sixteen or seventeen inches. It may be as 
short as five or as long as thirty-five inches. 
In the lower part of the sigmoid the long- 
itudinal layer of muscle is complete with the 
exception of a narrow part on each side. The 
sigmoid is covered with peritoneum and is 
the narrowest portion of the entire colon. 


Function of the Sigmoid. 
The function performed by the sigmoid is 
of striking and peculiar interest. In the past 
few months we have learned to look very 


*Read before the forty-fourth annual meeting of 
the Florida Medical Association, at Atlantic Beach, 
May 18, 1917. 


much more respectfully upon the office of 
this small section of bowel than ever before, 
as we know now that in a very large per- 
centage of gastro-intestinal disturbances and 
systemic conditions that this formerly much- 
despised and long-suffering intestinal loop 
is topographically and pathologically at the 
bottom of the trouble. It connects the 
descending colon with the rectum and serves 
the purpose of a receptacle or collection de- 
pot for bowel residue which is about to be 
discharged from the body. It guards the 
opening and closing of the tightly folded 
canal which forms the junction between the 
sigmoid loop and rectum. As feces are 
gradually deposited in the sigmoid loop it 
slowly rises higher and higher until it is 
filled, at which time the recto-sigmoid junc- 
tion opens and the feces are pushed on into 
the rectum. This entire process is wholly 
automatic and although controlled in a man- 
ner illustrating wonderful intelligence, the 
complete function of this loop is performed 
without our consciousness. It is obvious that 
when the sigmoid loop is functionating prop- 
erly, it not only measures but weighs with 
considerable accuracy each discharge forced 
into the rectum. The residue remaining 
from ingested food should reach the sigmoid 
in from ten to twelve hours after eating. 


Normal Variations in the Sigmoid. 


Since the advent of radiography and 
fluroscopy our attention has been called 
particularly to the great differences that 
exist in the sigmoid of different individuals 
as to size, length and motility. The length 
of the sigmoid is usually commensurate with 
the length of the colon and generally speak- 
ing the more redundant the sigmoid, the 
greater is its diameter. It is said of the Rus- 
sians who eat a great deal of bulky vegetable 
food rich in cellulose material that they have 
a colon ranging in length from four to six 
feet while the Germans’ is from three to four 
because of eating concentrated food and 
little cellulose. The shorter the pelvic loop 
the more completely and promptly does it 
expel its contents into the rectum. 
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Inflammation of the Sigmoid. 


The sigmoid, on account of the fact that 
it is the special abiding place of fecal ac- 
cumulation and since it retains fecal matter 
longer than any other portion of the diges- 
tive tract, is peculiarly susceptible to the 
milder and more aggravated forms of catar- 
rhal inflammation, the last mentioned some- 
times involving all the coats of the bowel. 

Sigmoid inflammations may be divided in- 
to two classes, viz., simple and infectious. 
The simple forms are either catarrhal, 
ulcerative or interstitial and are nearly 
always due to a previous constipation with 
a sigmoid overloaded with hard, dry fecal 
masses, bringing on erosion of its epithelial 
surface and stagnation in its circulation. 

_ Simple inflammations may be diagnosed 
by flatulence, griping pain, frequent desire to 
defecate, profound constipation, anorexia 
and stools at times consisting of dry, hard, 
lumpy fecal matter. Sometimes mucous and 
blood attend these typical evacuations. A 
thorough evacuation of the bowels may 
cause all these symptoms to disappear only 
to recur with another attack of constipation. 
The frequent reappearances of the charac- 
teristic stools and constipation in time 
produce the ulcerative type of inflammation 
and finally the interstitial, which have similar 
symptoms except in a more aggravated 
form. With ulcers there is more blood and 
usually more pain, while with the interstitial 
the tenderness in the left iliac region is 
marked and all the bowel coats are fre- 
quently involved. This condition often gives 
rise to diverticulitis and explains the exist- 
ence of many pelvic adhesions occurring 
previous to abdominal operations. Inciden- 
tally this explanation relieves the surgeon of 
much unjust criticism aimed at him by the 
laymen for the appearance of adhesions fol- 
lowing operations. Byron Robinson, F. 


Rawson Pennington and others have called 
attention to ulcerative and interstitial in- 
flammations of the sigmoid as being potent 
factors in pelvic disease. Among infectious 


sigmoiditis may be mentioned tuberculous, 
syphilitic, amoebic and others. 

In this connection I wish to call attention 
to a very rare condition which recently came 
under my observation. A man, aged 55, 
from Ohio, who had followed the trade of 
carpentery, very much emaciated and 
anemic, gave a history of long-standing 
obstinate constipation accompanied by a 
great deal of pelvic distress in the region of 
the sigmoid. These attacks of severe con- 
stipation were for a long time alternated 
with watery evacuations mixed with con- 
siderable blood and mucous and for the past 
few months prior to my acquaintance with 
the case a watery, bloody mucous diarrhoea 
developed, attended by excruciating pain in 
the sigmoid region. The patient ran a tem- 
perature ranging from 101 to 102. Upon 
making a careful examination with the 
sigmoidoscope, I found that where two 
arms of the sigmoid loop lay in close apposi- 
tion, their inflamed serious surfaces had be- 
come agglutinated, a diverticulum formed 
and perforation followed. Undoubtedly this 
case began as simple sigmoiditis. The treat- 
ment of ulcerative and interstitial sigmoid- 
itis, unless complicated with diverticulitis, is 
to be managed in the same manner as similar 
stages of proctitis, namely, keeping the 
bowel free from accumulation of fecal mat- 
ter and antiseptic irrigations in the knee 
chest position. 


Stricture of the Sigmoid. 


This is a condition not frequently diag- 
nosed, but in my opinion existing in vary- 
ing degree far more commonly than is now 
generally supposed on account of sigmoid 
inflammations which are later followed by 
contractions in the bowel wall. These may 
be annular, tubular or linear and may arise 
from simple inflammatory states. They may 
be simple, tubercular, syphilitic or amoebic 
in origin. 


Invagination of the Sigmoid. 


This condition has been encountered 
rather frequently and is most likely to ap- 
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pear where the sigmoid is redundant and 
moderately thickened by chronic inflam- 
matory states. Fixation of the sigmoid is 
the remedy. The usual form of invagina- 
tion is into the rectum and is easily diag- 
nosed by the aid of the sigmoidoscope. 


Ptosis of the Sigmoid. 


The attention of gastro-enterologists 
throughout the country is being fastened 
more firmly every day upon this condition, 
because of its far-reaching results. The 
chief symptoms are obstinate constipation 
alone or alternating with diarrhoea, marked 
distention, at times tenderness, sensation of 
weight and dragging in the left iliac and 
pelvic regions, occasionally a discharge of 
jelly-like mucous or offensive watery evacua- 
tions. Palliative treatment consists in keep- 
ing the colon constantly filled with light 
bulky residue, thereby encouraging free and 
prompt evacuations of the sigmoid loop. 
Sigmoidopexy is of course the radical treat- 
ment to offer of which there are two rec- 
ognized methods. 


Carcinoma of the Sigmoid. 


This sad state presents the most difficult 
and serious problem ever encountered in this 
portion of the digestive tract. The history 
and sigmoidoscopic examination together 
with radiographs usually make the diag- 
nosis. Naturally there are only two-reason- 
able courses of procedure open to the 
physician, palliative and operative, the grave 
question to decide, being, shall he operate? 
This decision should be arrived at by a care- 
ful consideration of the following points: 
Extent of the alliance formed between the 
sigmoid and other organs; length of time 
the condition has existed ; general condition 
and age of the patient. 


Volvulus of the Sigmoid. 


This condition is found in both acute and 
chronic states and in partial and complete 
degree. By the acute, I refer to those cases 
in which the sigmoid loop twists suddenly 
around itself or a knuckle of the ilium as 
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sighted by Moynihan, causing complete ob- 
struction. By the chronic, I refer to those 
cases where the sigmoid loop is twisted on 
its Own axes and becomes adherent, thus 
lessening the lumen of the gut without 
producing complete obstruction. 


Sigmoid Indigestion. 


This term is a misnomer since no diges- 
tion takes place in the sigmoid. It is used 
in this connection merely to call attention to 
the fact that patients do complain of gastric 
distress oftimes when a searching investiga- 
tion on every division of the digestive tract 
above the sigmoid shows conclusively that 
there is total absence of organic or functional 
disturbance above that portion and that the 
distress in the stomach, fullness under the 
costal arches, depression in the thorax and 
a disposition to gaseous eructation, together 
with so-called palpitation of the heart and 
keen pains running up into the axillary 
spaces, mean nothing more or less than evi- 
dence of gas distension due to partial occlu- 
sion of the sigmoid, or to stagnation in its 
loop or some other form of pathology 
located there, or either hyperacidity of the 
stomach which has arisen as a reflex. 

Occasional nausea and vomiting accom- 
panied by more or less soreness or pain deep 
in the pelvic cavity should direct our atten- 
tion to the sigmoid, and especially if obstipa- 
tion be present. 





FACTORS IN UNION AND USE OF 
TRACTION SUTURE PLATES IN AB- 
DOMINAL, INCISIONS.* 


R. R. Krag, M. D., F. A. C. S., 
.Lakeland, Fla. 


Years ago hernia was of frequent occur- 
rence after abdominal surgical work. The 
evolution of the technique of the incision 
and closure of same has eliminated many of 
the factors that tend to produce hernia, so 
that it is now of rare occurrence. 

*Read before the forty-fourth annual meeting 


of the Florida Medical Association, at Atlantic 
Beach, May 18, 19, 1917. 
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Today more attention is given to esthetic 
results, weakened wall, tender areas, un- 
sightly scars; etc. 

The disinfection of skin surface, clean- 
cut incisions, protection of wound, layer 
suturing with aseptic absorbable sutures, are 
all factors in the results now secured. 

Shaving, soap and warm water, drying 
skin, then applying Tr. iodine and alcohol 
equal parts, or McDonald’s solution fuil 
strength, is the acme of skin disinfection of 
today. 

Sharp-knife clean-cut incision in lines that 
do least damage to nerves, blood vessels, 





FIG. 

A—No. 2 chronic a in fascia. B—Silk- 
worm gut-stay suture in place. C—Aluminum 
traction suture plates. D—Loops silk-worm gut in 
fascia. N—Needle. 
muscles and fascial supports are factors 
worthy of consideration. Layer suturing of 
like tissues with aseptic absorbable sutures 
adapted to parts united as to size and ab- 
sorbability, also care in eliminating all dead 
spaces are decided advances in closing ab- 
dominal incisions. 

Sterile catgut dipped in Tr. iodine one 
part, alcohol three parts, just before operat- 
ing, rarely if ever gives trouble. 

Nonabsorbable sutures buried in the tis- 
sues are like a submarine—often give trou- 
ble in otherwise smooth sailing, especially 
in infected areas. 

It is a serious mistake to use nonabsorb- 


able buried sutures in the presence of infec- 
tion, especially silk or linen that are capable 
of absorbing and conveying infection along 
track of suture. 

There is one factor that has not been 
given the attention it deserves, that is put- 
ting the incised tissues at rest or as nearly 
so as possible. 

So long as there is special tension or trac- 
tion on skin sutures, they will cut into the 
skin and favor infection unless protected 
in some way. 

When they cut through the skin, edges 
separate and leave an unsightly scar and 


: na 


FIG. II 
B—Silkworm gut-stay suture tied on plates. 
C—Aluminum traction suture plates. E—No. 2 
plain cat suture in skin. 





especially if any infection occurs and all 
surgeons know how difficult it is to disinfect 
the skin and keep it so. 

The efforts at vomiting, coughing, sneez- 
ing, straining at stool, turning in bed puts 
extra strain, tension and motion on skin 
sutures. 

Nature usually makes an effort to put in- 
flamed tissues at rest for efficient repair, so 
will incisions heal best when put at rest. 

To accomplish this result as near as pos- 
sible I have been using some aluminum trac- 
tion suture plates made by Max Wocher & 
Co. and find they act well so far in abdomi- 
nal, breast and hernia work. 
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The same principles should apply equally 
as well in harelip, cleft palate, and perineal, 
work also in removal of tumors from skin 
surface where there is any tension left on 
skin sutures. 

In abdominal and hernia work the open 
double figure of eight suture is an ideal 
suture. The loop tightens and holds the 
fascia firmly giving a base of support, while 
the plates act as splints to the skin relieving 
tension on the skin sutures. The traction 
sutures are not tied over the incision but on 
the plates, they do not come in contact with 
skin, hence can not cut it. 

In cases of infection, appendiceal abscess- 
es, etc., the traction sutures are introduced 
at time of operation with a wide margin of 
skin and when abscess fills up from bottom 
the traction sutures are tightened as needed 
to bring skin edges together. This will 
shorten the period of healing and lessen scar 
tissue. Silkworm gut of good size and 
strength is used, one strand making prac- 
tically two sutures three-fourths to one inch 
apart, so that an ordinary incision will not 
need but two strands of silkworm gut for 
its proper closure. 

In drainage cases do not tie the free ends 
of sutures in hard knot on plates, but make 
a double turn of the silkworm gut and then 
pass the free ends around the plate or push 
the ends under plate from inside out and 
leave to be tightened when wound is in con- 
dition to permit so doing. 

Silkworm gut does not absorb and convey 
infection or cause infection by cutting skin 
when properly applied with traction suture 
plates. 

In clean wounds this suture can be left as 
long as needed, in abscess cases it can be 
left in position indefinitely for bringing skin 
edges together unless the pus burrows along 
track of suture. 

In abdominal incisions and hernia work 
the open double-eight suture should be used 
as illustrated in plates. 

The loop in the fascia holds it secure and 
forms a stay or brace to other structures. 
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This suture makes approximation and union 
of fascial structures doubly secure and no 
possible danger of separation while suture 
is in position, even if the cat-gut suture has 
absorbed too soon. 

The silkworm gut should be inserted 
about one inch from incision on skin surface 
passing deeply through the fatty tissue, 
needle brought out reversed and passed 
through the fascial tissues according to lo- 
cation, then carried through the fatty tissue 
and skin on opposite side; now remove 
needle and put on the traction suture plate, 
rethread needle, pass sutures back in same 
manner to about one inch below starting 
point, put the second plate on ends of the 
suture and take two turns in suture and 
draw taut enough to approximate the skin 
edges without tension. 

A large medium-curved sharp needle is 
best. 

This suture securely binds the fascia, ap- 
proximates the fatty tissue and skin edges, 
relieves tension on skin sutures, eliminates 
dead spaces, prevents cutting in the skin 
sutures, lessens skin infection and improves 
materially the esthetic condition of the scar, 
which is a point of no little importance to 
female patients. 

The figures I and II explain method of 
introducing sutures and use of the traction 
suture plates. The plates are made of alumi- 
num, and can be used repeatedly by disin- 
fecting, rubbing them up after each opera- 
tion, 

Since writing the above I notice in May 
number of Surgery, Gynecology and Obste- 
trics an article by Dr. Schwyzer, of St. Paul, 
describing a modified figure of eight suture 
bringing both ends out on same side of in- 
cision and tying over gauze to be specially 
used in fatty abdominal walls. 

I also notice in last issue of Surgical 
Clinics an article by Dr. E. Wyllys Andrews 
recommending tying the severed ends of 
blood vessels together with the same liga- 
ture so as to favor more perfect union and 
re-establishment of collateral circulation and 
nutrition as factors in wound repair. 
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THE FOOD VALUE AND WHOLE- 
SOMENESS OF SELF-RISING 
FLOUR. 


H. O. Snow, M. D., 
Tampa, Fla. 


The recent inquiries on the part of many. 
physicians in regard to the food value and 
wholesomeness of self-rising flour have led 
to much discussion. 

The food value we would naturally expect 
to be the sum of the food value of all the 
ingredients and the wholesomeness to de- 
pend alike on its nutritious qualities and the 
absence of injurious substances. We find, 
however, there is an additional considera- 
tion. The ingredients may interact and 
deteriorate the product. 

Self-rising flour is a mixture of flour, 
soda and salt, together with an acid in- 
gredient which is generally an impure acid 
phosphate. 

The food value of the ingredients lies in 
the flour itself. The self-rising ingredients 
add in no way to the amount of carbo- 
hydrates, fat or protein. The flour, usually 
of a cheaper grade, whitened by long con- 
tact with the phosphate admixed, has all the 
food value of flour of that grade, except as 
it is affected by the soda present. 

Public Health Report No. 333 shows that 
excess soda destroys the vitamines in food 
during the short period of cooking and 
shows that the diseases of malnutrition are 
caused by a diet lacking vitamines. Inas- 
much as manufacturers of self-rising flour 
seldom employ a chemist to control each 
mix, it is probable that excess of soda may 
frequently be found in the manufacturer’s 
flour. This excess soda destroys the vitam- 
ines in the cooking. 

But what of the long contact in the bay 
of the unchanged soda on the vitamines in 
the flour? These are in intimate contact 
from the time of manufacture until after be- 
ing sold and it is used in the cooking. Are 
the vitamines not destroyed before the flour 
is taken from the bag? 


Under any circumstances, both of these 
dangers can be obviated. The housewife 
can prepare her own self-rising flour, she 
can be sure of high quality flour and free- 
dom from excess soda. All that is necessary 
is to sift together a well-known brand of 
flour with the proper quantity of a well- 
known baking powder. 

As to the wholesomeness of self-rising in- 
gredients, there is much to consider. The 
cheapness of the ingredients frequently used 
in this product does not bespeak the ex- 
ercise of all the necessary precautions in its 
manufacture. 

The New York Journal of Commerce, in 
a report of a recent hearing by the Food 
Standard Commission, states : 

“It came out that * * * a great deal of 
sulphate of lime is really used in cheap 
baking powders and especially so in self- 
rising flours, sometimes running as high as 
25 per cent. The matter was brought fortii 
that cheap grades of flour are frequently 
used in such compounds.” 

Thus it is evident that not only the flour 
itself, but the leavening materials are in- 
ferior in quality. 

There is urgent need that those using 
this product should be warned of its dan- 
gers. Labelling requirements should be 
made a part of our food laws. The label 
should state the brand, the name and address 
of the manufacturer, the quality of flour 
used and the names of all leavening ma- 
terials. This is no more than most State 
laws require of baking powder manufac- 
turers and would assist in tracing abuses to 
their source. 





IT 1S NOT NECESSARY TO FORWARD 
YOUR APPLICATION BLANK FOR APPOINT- 
MENT IN THE MEDICAL RESERVE CORPS, 
U. S. ARMY, TO THE SURGEON GENERAL. 
PRESENT IT, TOGETHER WITH THE OTH- 
ER PAPERS REQUIRED BY REGULATIONS, 
TO THE EXAMINING BOARD AT THE TIME 
YOU APPEAR FOR EXAMINATION. 
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APPLICATION FOR APPOINTMENT 
IN THE 


MEDICAL RESERVE CORPS, U. S. ARMY 








To the SURGEON GENERAL, U. S. Army, 
Sir: 


Washington, D. C. 


I hereby make application to be examined for appointment in the Medical Reserve Corps, U. S. 


Army, and inclose testimonials as to my character and habits.*. 


I certify that to the best of my knowledge and belief I am laboring under no mental or physical 


infirmity or disability which can interfere with the efficient discharge of any duty which may be re- 
quired of me if appointed in the Medical Reserve Corps, U. S. Army, and that the answers given 
to the interrogatories below are true and correct in every respect. 


| furthermore state my willingness to proceed to such point for examination as may be des- 


ignated by the Surgeon General, with the understanding that the journey entailed thereby must 
be made at my own expense. 


i. 


v2 


ww 


uo 


-1 


10. 


14. 


16. 


INTERROGATORIES. 
What is your name in full (including your full middle mame) ?.0.....0....0..0..2..-:ce:--ceececeeeeeceeeeeeeceeeeseeeeseese 
Te ame Wain TNE I OE nesses sccicncsecics scent sorccesp esipaensecerintesindniigreiano ssinamusileas 


Where were you born? (Give State and city or county; if foreign born, give country.................. 














Are you married or single ?.................. 6. Have you any minor children; if so, how many ’?............... 
What is your height, in inches ?.....0.....22..---+- 8. Your weight, in pounds? 
Give the nature and dates of all serious sicknesses and injuries which you have suffered ?............ 














Do you use intoxicating liquors or narcotics; if so, to what extent? 
Have you found your health or habits to interfere with your success in civil life? eee 
What academy, high school, college, or university have you attended? State periods of attend- 


ance from year to year, and whether you were graduated, giving date or dates of graduation: 














Give all literary or scientific degrees you have taken, if any, names of institutions granting them, 


Me I weightless habaeagsbaniaaselnaplasaiss Caines dkailinne a eanidibaci laa eeeade ee 

















*Testimonials as to character and habits from at least two reputable persons must accompany 
this application. Political recommendations are not necessary. 





26. 


27. 


28. 


29. 
30. 


sess Names of colleges and dates: 


How many courses of lectures have you attended ?.. 















When and where were you graciviated ty eGicinne hana nnsnnsccnsceencnneseconec seen eoscnsnsnenenconensosors 
Have you been before a State examining board? If so, state when, where and with what 


a a a Sila ttspoeeec es race ravenecney ak arenenanenieaepioe 








Have you had service in a hospital? If so, state where and in what capacity, giving inclusive 


re a a sees abnncioscuiovaesaneoenaees 











What clinical experience have you had in dispensary or private Practice ?...............2-.-ccccseseseeceeneeeeeeeee 
Have you paid particular attention to any specialty in medicine; if so, what branch ?.................-..- 
What opportunities for instruction or practice in operative surgery have you had?.............-.....-.-- 





Have you previously been an applicant for entry into the United States service? If so, state 
when, where, and with what result (if rejected state why) : 








Are you a member of the organized militia? If so, state with what organization and in what 























Rhett Ae OER POCA TION RCE EMER TSEC SAA TT CNA NOES DEEN ETRE 
Have you been in the military or naval service of the United States as cadet or otherwise? If 
so, give inclusive dates of service with each organization, designating it:.... 

What occupation, if any, have you followed other than that of student or practitioner ?.................. 
WW GE 50 FOUE DPCSRTE OWE TICE RRO En a cscs csnctgennecsene saseantivns bovsorasnsenenvenwcsducenttat 
TWVERGE GB VOUT PETIIAINCHEE TRSIOICE Ean sn ssa ss cass ss scensinpeneensectvasetosstnesnne 

31. (Signature of applicant.) ........-~...2..<c<es..0.--0- 
The correctness of all the statements made above was subscribed and sworn to by the applicant 


before me this day of . fe 

















*This application must be accompanied by a certificate from the proper official that the applicant 


is duly registered to practice medicine in the State in which he resides. 
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THE NEEDS OF OUR NATION. 


In spite of the publicity given by the press 
to the immediate needs of the United States 
Army for medical officers, the medical pro- 
fession is largely holding back from making 
applications for appointments in the Medical 
Officers’ Reserve Corps, seemingly taking 
the stand that the needs of the government 
are not immediate but can be looked upon 
as future possible needs. It is a rather de- 
plorable fact that the younger men of the 
profession have not responded in anything 
like the ratio that the older ones have. The 
prominent men in the profession all over 
the country have responded in a wonderful 
manner and it is hard to understand why 
the younger and less prominent should 
falter. Since THE JouRNAL, under the cap- 
tion “Selective Conscription for the Medical 
Reserve Corps of the Army,” advocated the 
adoption of the selective draft system to 
secure medical officers, considerable agita- 
tion has sporadically appeared in various 
parts of the country in favor of this system. 
Up to the present time whether we care to 
admit it or not, the fact stares us in the face 
that the volunteer method of securing a 
sufficient number of medical officers for the 
care of our soldiers has failed. It is not yet 
too late to turn that failure into success. 
Surgeon General Gorgas emphasizes the 
point that in spite of the urgent needs of 
his department it is not desirable that pltysi- 
cians, whose departure from their homes 
would entail privation to the civilian popula- 
tion, make application for service, as after 
the candidate has once been commissioned 
it is not feasible to entertain applications for 
exemption from active duty. Certain sec- 
tions of Florida have responded nobly to the 
Nation’s call, certain others have as yet 
hardly been heard from. THe JouRNAL 
believes it to be the duty of every medical 
man under the age of forty, whose services 
can be spared from civilian life, to file at 
once his application for appointment in the 
Corps. 

That the needs of the service are urgent 
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is evident when it is recalled that a few 
weeks ago the Surgeon General stated that 
20,000 physicians were needed in the Medi- 
cal Officers’ Reserve Corps for the care of 
our Army. The Council on National De- 
fense recently authorized the following: 
“Letters have been sent out to all the county 
committees and special inquiries have been 
started through the State Committees, medi- 
cal section, Council of National Defense, in 
an effort to check up the medical men who 
have actually accepted commissions in the 
Medical Officers’ Reserve Corps, and the 
reasons why commissions offered to others 
have not yet been accepted. Our records 
indicate that to date something like 11,000 
commissions have been offered and that only 
approximately 5,000 have been accepted. 
Various general reasons why more commis- 
sions have not been accepted are known, but 
there doubtless exists in different sections of 
the country special difficulties which should 
be overcome, and the section is making an 
effort to determine the exact status of the 


matter.” CG: B: Ht. 





THE MEDICAL RESERVE CORPS 
OFFICER. 


THE JoURNAL is pleased to note that “An 
amendment intended to be proposed: by 
Senator Owen to the bill (S. 1786) to 
amend certain sections of the National De- 
fense Act, would add on page 7, after line 
20, at end of Section 10: ‘Provided, That 
hereafter the commissioned officers of the 
Medical Corps of the Regular Army shall be 
distributed in the several grades, as follows: 
Major generals, 25 per centum; brigadier 
generals, 25 per centum; colonels, 4 per 
centum; lieutenant colonels, 8 per centum; 
majors, 23.5 per centum; captains, 32 per 
centum; lieutenants, 32 per  centum. 
Provided further, That when called into 
service the numbers of the officers of the 
Medical Reserve Corps shall be seven to the 
thousand of men in the National Guard and 
National Army and the relative grades of 
the officers of the Medical Reserve Corps 


shall be the same as the grades of the 
Regular Army. The President shall have 
authority to appoint officers of either corps 
as ‘consultants’ with the duty of acting in 
an advisory capacity, making inspections 
and reports on medical, surgical, or sanitary 
questions, and such other duties as may be 
required by the chief of the Medical De- 
partment.’ ” 

The National Defense Act as at present 
constituted, provides for appointments with 
the rank of Major, Captain and First Lieu- 
tenant, but contains the proviso that the 
proportion in the indicated grade shall not 
exceed the proportion for the same grade in 
the Medical Corps of the Army, with the 
exception of appointments to the grade of 
first lieutenant which are unlimited. 

It is reasonable to presume that at the 
time the National Defense Act was drawn up 
that it was not contemplated that the needs 
of the service would require a Medical 
Officers’ Reserve Corps of 20,000 or more. 
It is evident that now when the needs of the 
Army necessitate a corps of this size that it 
would be manifestly unjust to limit the ranks 
of Major and Captain to a few hundred, nor 
would it be just to restrict promotion to the 
rank of Major. To the honor of the medical 
profession it may be said that the very cream 
of the profession have responded to the call 
of their country and have accepted commis- 
sions in grades below that which they are 
rightfully entitled to. THr JourNAL has 
always believed that in the present crisis the 
medical man, in fact every man, will receive 
the consideration due him. Senator Owen’s 
amendment should be adopted with the least 
possible delay. G. E. H. 





END THE MONOPOLY ON 
SALVARSAN. 


The Adamson Bill, known as the “trading 
with the enemy act,” has recently been 
passed by the House of Representatives, is 
now before the Senate, and will doubtless be 
enacted into a law. One of its clauses 
confers authority on the Federal Trade 
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“KNOCKERS” AND “KICKERS” 


Commission to grant licenses to citizens of 
this country to operate patents owned by 
enemy aliens. Physicians are interested in 
the bill primarily because it includes the 
salvarsan situation. The manner in which 
salvarsan has been supplied in this country 
has been so arbitrary and the prices charged 
so tremendously above the actual cost, that 
we should not be satisfied unless the mono- 
poly is ended so that the drug can be 
supplied at least at a fairly moderate figure, 
and the old methods eliminated. It is to be 
hoped, therefore, that the Federal Trade 
Commission will not grant exclusive control 
—that is, exclusive license—to any one 
person or firm. To do so would simply per- 
petuate the old monopoly and the old condi- 
tions. England has adopted a law which, in 
principle, is similar to the Adamson Bill, and 
there several concerns have been licensed to 
manufacture the product. The same should 
be done here. The Dermatological Research 
Laboratories of Philadelphia announce that 
they can supply Arsenobenzol at $1.50 a 
tube, and that there is immediately available 
a supply sufficient for any demand that may 
be made. The same laboratories have an- 
nounced also that in a few months they will 
be able to supply hospitals for $1.00 a tube. 
Considerable responsibility rests on the 
Federal Trade Commission in this matter, 
for it is not only a question of monopoly, but 
also a question of scientific qualifications and 
ability to make the product on the part of 
some who may make application. Undoubt- 
edly the commission will secure the coopera- 
tion of the United States Public Health 
Service, under whose supervision these 
drugs should be manufactured no matter 
who shall be licensed to make the product.— 
Journal American Medical Association. 





APPLICATIONS FOR APPOINTMENT 
IN MEDICAL RESERVE CORPS. 


Tue JouRNAL publishes in this issue for 
the convenience of any member a blank 
application for appointment in the Medical 
Officers’ Reserve Corps of the Army. 
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We have from time to time put forth in 
these pages the urgent needs of our govern- 
ment for medical officers. We can not say 
more at this time other than the present war 
is not England’s war—not France’s war— 
not America’s war. It is the war of a 
United Democracy against Autocracy. It is 
for the individual physician to say at this 
time whether it is his duty to offer his ser- 
vices and to do his bit for the big cause. All 
that is necessary for anyone desirous of 
making application for appointment in the 
Reserve Corps is to fill out the application 
blank having it certified by a notary public, 
and present it to the nearest examiner. It 
should be accompanied by two testimonials 
and a certificate from the clerk of the county 
that the applicant is licensed to practice 
medicine in the State. The examiners in 
this State are The Surgeon at Key West, 
The Surgeon at Fort Barrancas, and Captain 
Graham E. Henson, M. O. R. C., Jackson- 
ville. 





“KNOCKERS” AND “KICKERS” 

Most of the physicians in the training 
camps for medical officers are happy. 
Ordered to duty, they severed home ties, 
closed their offices, made tremendous per- 
sonal and financial sacrifices and departed to 
spend three months or even three years in 
intensive driving, fatiguing studying and 
training. And yet the attitude of practically 
every one of them is that of a boy, out camp- 
ing for a lark, with a certain seriousness of 
purpose to learn and to improve ever in the 
mental background. There are a few who 
kicked when they received their orders, 
grumbled when they obeyed, fussed when 
they arrived in camp and “knocked” when 
they were not “kicking.” Kicking in a hu- 
man being may be an evidence of spirit and 
then again, as in the army mule, it may be a 
form of “cussedness.”” The kickers are not 
popular in camp, and even when _ they 
received the extra privileges they kicked for, 
no one has envied them the possession. Prac- 
tically all are beginning to realize that our 
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government has faced a difficult problem in 
its best possible manner and are satisfied to 
make the best of what time and human 
ability have permitted. Gradualy army dis- 
cipline and intercourse with other and better 
men are bringing the few grumblers into 
line. Some of the worst “knockers” are 
gradually becoming the best “boosters.”— 
Journal American Medical Association. 





“PREPAREDNESS” AND THE EX- 
AMINATION OF RECRUITS. 


During the early months of their active 
service, the most important work for medi- 
cal officers, both as to the amount and the 
responsibility assumed, will be the exami- 
nation of recruits. The first call will be for 
500,000 men, in addition to the number 
necessary to bring the regular army up to 
the quota provided in the law of June 3, 
1916. This still requires approximately 
160,000. The examination of 660,000 men 
is a pretty large undertaking, especially if 
the examination is made as thoroughly and 
as carefully as it should be made. The after- 
math of the Spanish-American war, with its 
disabilities already requiring pensions far 
beyond reason, should be a sufficient warn- 
ing to our government not to follow the lax 
methods regarding the enlistment of men 
which prevailed in 1898. France and Eng- 
land have had a sorry experience, and both 
have learned at tremendous cost the folly of 
regarding quantity as of more importance 
than quality. However, no matter whether 
the examination shall be rigid and inclusive 
—to include, for instance, the Wassermann 
test—or more or less superficial, the fact is 
that the medical officers, especially the 
Reserve Corps, have a tremendous and re- 
sponsible task before them. Undoubtedly 
many who will be assigned to the examina- 
tion of recruits have become rusty in diag- 
nostic methods and will need to review some 
lessons in physical diagnosis. The physical 
examination of recruits is practically the 
same as that for life insurance, except that 


it is on a larger scale, and in some respects 
is, or should be, more exacting. All who 
have now offered themselves, or who are 
proposing to offer themselves, for the Medi- 
cal Officers Reserve Corps should adopt the 
principle of “preparedness” and be ready 
when called. The War Department has a 
manual entitled “Rules for the Examination 
of Recruits” (General Orders No. 66), 
which contains valuable information. This 
is supplemented by U. S. Army Recruiting 
Circular No. 1. These pamphlets can be 
obtained by addressing the Army Medical 
Department — or The Journal will gladly 
send a copy on receipt of a stamped, di- 
rected envelope.—Journal American Medi- 
cal Association. 








NATIONAL BOARD OF MEDICAL 
EXAMINERS. 


The National Board of Medical Ex- 
aminers held its second examination in 
Washington, D. C., June 13th to 21st. There 
were twenty-four qualified candidates, twelve 
of whom appeared for examination, the 
others having been ordered into active duty 
between the time of their application and 
the date of the examination. Of the twelve 
who took the examination nine passed. 

The next examination will be held in 
Chicago, October 10th to 18th. The regular 
corps of the Army and Navy may be entered 
by successful candidates, without further 
professional examination, providing they 
meet the adaptability and physical require- 
ments, 

There will also be an examination in New 
York City in the early part of December. 





OUR HONOR ROLL. 


As announced in the last issue of Tur 
JournaL, “Our Honor Roll” will be 
published monthly. It will be noted in the 
following list that a number of additional 
members of the medical profession of Flor- 
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STATE COMMITTEE, COUNCIL OF NATIONAL DEFENSE, MEDICAL SECTION 


ida have been called to the colors since our 
last issue: 


MEDICAL OFFICERS’ RESERVE CORPS, U. S. ARMY. 
Home Address. 


Captain Frederick G. Barfield........ Jacksonville 
Contame ©. G. TGR. ... .cccecesccces Jacksonville 
Captain Andrew R. Bond........4...0s0s000% Tampa 
Cantain Heary Hanson. .........4< +05 Jacksonville 
Content Ti. El. THAMES. .50<600 so. cce eek Jacksonville 
Captain Graham E. Henson ......... Jacksonville 
Captain S. M. R. Kennedy...........+. Pensacola 
Cantar Prank Tl. BEAGGR... « ...05.d6siccsnc<ox Ojus 
Caotam Flarty Peyton ...0.056:00s0s00% Jacksonville 
ee ee ere Orlando 
Conta Tarty PF. Wt. xc.ccc.occsovecceees Ocala 
tet Lieut: ©. A, AMGPOWS sc... 666 ccscicccss Tampa 
1st Lieut. Everard Blackshear .............. Citra 
ist Lieut. Johw E. Boyd........0. 00 Jacksonville 
go ee ae ere Jacksonville 
ist Lieut. Henry B. Cordes.......... Jacksonville 
ee Ee ee Jacksonville 
1st Lieut. James S. Davidson.......... Clearwater 
tot Laowt. Lester J. TEA vices 6 csevisesieces Tampa 
ist Lieut. William T. Elmore.......... Gainesville 
Ist Lieut. Orin O. Feaster.............. Mulberry 
ist Lieut. Robert F. Godard............... Quincy 
1st Lieut. H. M. Ginsburg............. Pensacola 
oe ey ki ne Mulberry 
ist Lieut. Jolin: Flalliday........i.000600000 040% Tampa 
Ist Lieut. Maurice E. Heck......... St. Augustine 
Ist Lieut. Frank P. Hixon........ ewacale Pensacola 
Se ee Daytona 
Net Tee Ao By TORE so 56s 4ssccaesdanniikans Ocala 
1st Lieut. Edward Jelks ............. Jacksonville 
ist Lieut. Charles L. Jennings....... Jacksonville 
Set Lace. 2. V. FOPION. <x 60:69:55 559000 Milton 
tat Lieut. Richard Defers ....50..006 Lakeland 
ist Lacut. Joha P. Lome... <...66s<sieses Lake City 
Ist Lieut. John W. McClane........ St. Petersburg 
Ist Lieut. William G. McKay......... Jacksonville 
tot Chon. TT. Meas: co. 6iccvsccveccs Tampa 
tet Geet, Fe O.. Wein sxc oss csacccnsas Tampa 
eee Se ee eee Tampa 
bat Trek: 1... Te. SE oon so issn sswevicsss Tampa 
1st Lieut. Joseph A. Mixon ........... Pensacola 
1st Lieut. James B. Parramore....... Jacksonville 
1st Lieut. Archie R. Parrott......... Jacksonville 
1st Lieut. George W. Sherouse......... Campville 
ist Lieut. EB. E. Strickiand............ Miccosukie 
it Taeut: G. ©. THAR. 5.00 cac<00505 Gainesville 
THE NAVY. 
Passed Surgeon W. P. Dey.......... Jacksonville 
Asst. Surgeon T. S. Field............ Jacksonville 
Asst. Surgeon J. K. Simpson......... Jacksonville 


NATIONAL GUARD OF FLORIDA, 


oa ee Jacksonville 
1st Lieut. James B. Griffin.......... St. Augustine 
1st Lieut. Lucien B. Mitchell ............. Tampa 


As we go to press the First and Second 
Infantry National Guard of Florida and the 
First Florida Field Hospital are mobilizing. 
The medical personnel of these units was 
not available for publication in this issue but 
will ke announced in our September number. 
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Every effort will be made to keep the 
Honor Roll up to date and including the 
name of every Florida physician called to 
the colors. It is urgently requested that all 
county secretaries and all readers cooperate 
with Tur JourNAL with this view in end. 





STATE COMMITTEE, COUNCIL OF 
NATIONAL DEFENSE, MEDICAL 
SECTION. 


The State Committee, Council of National 
Defense, Medical Section, under the chair- 
manship of Director Carey P. Rogers of 
Jacksonville, has compiled an index of all 
physicians of the State with the view of 
possessing a medical census of the State. 
The following letter recently addressed to 
all physicians of the State under forty-one 
years of age is self-explanatory : 

“Dear Doctor—You doubtless have read 
in the press from time to time the need of 
medical officers for the care of our Army as 
set forth by the Surgeon General. 

“Even with the intensive efforts of the 
various state committees to securea sufficient 
number of physicians for the Medical Re- 
serve Corps, the Government is still many 
thousands short of the number required. 

“It was planned at one time to have a 
medical officer visit the principal points of 
this State for the purpose of explaining the 
needs of the Government which are at 
present urgent. 

“Correspondence elicited the fact that at 
this particular time it would not be advisable 
to undertake this method of attempting to 
secure applications for the corps. It was 
then decided to send out a letter to all physi- 
cians of the State under forty-one years of 
age, setting forth the actual needs of the 
immediate present. We say the “immediate 
present,” as a great number seem to harbor 
the opinion that the needs of the Govern- 
ment constitute a need to be considered as a 
future contingency and iiiat there is no 
pressing need at the present time. 

“Even for the care of the army now 
mobilizing, at least 10,000 additional medical 
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officers, to those already commissioned, are 
required, and as our army expands as it 
doubtless will have to, even greater demands 
will be made on the medical profession. The 
physician coming from civilian life needs 
training in certain medico-military matters 
before he can be considered an efficient 
medical officer. It will therefore be readily 
seen that it is imperative to fill the Medical 
Corps to the required quota at once. 

“In so far as practical, physicians with a 
specialty will be assigned duties along the 
lines of their specialty. In addition it will 
also be necessary for the Government to 
develop physicians with inclinations towards 
certain special branches to efficiency in these 
branches. As an illustration, the Govern- 
ment has already assigned large numbers of 
newly appointed officers to courses in 
Roentgenolgy in various cities throughout 
the country, with the view of developing 
them in military Roentgenology. 

“The Surgeon General authories the state- 
ment that in spite of the urgency of the 
situation it is not desired that physicians 
who can not be spared by the civilian popula- 
tion make application for appointment in 
the corps, as it is not desired or at this time 
considered necessary, to cause any privation 
or suffering among the civilian population. 

“It is desired to especially emphasize that 
the undersigned are not making any attempt 
to dictate who should join the colors and 
who should remain at home. This is a 
matter for the individual to decide. The 
fact stares us in the face that up to the 
present time the individual who should go is 
not deciding quickly enough to fill the needs 
of the Government. 

“There has already been an agitation de- 
claring that the volunteer method of secur- 
ing medical officers has failed and calling for 
a complete registration of all physicians of 
the country with a view of adopting the 
selective draft method. It is desired to 
avoid this step if possible and with this end 
in view the matter is put before you. 

“We are not urging you to go or saying 
it is your duty to do so. We are, however, 


urging those whose conscience dictates that 
they should do so, to make application at 
once for appointment in the Medical Re- 
serve Corps. Sincerely, 
“Carey P. Rocers, Chairman ; 
“GRAHAM E. Henson, Secretary, 
“State Committee, Council of National 
“Defense, Medical Section.” 





SAVING MOTHERS. 


More women, 15 to 45 years of age, die 
from conditions connected with childbirth 
than from any disease except tuberculosis. 
About 15,000 deaths from maternal causes 
occur annually in the United States, and the 
available figures for this country show no 
decrease in the maternal death rate since 
1900. Maternal deaths are largely prevent- 
able by proper care and skilled attendance. 

These 15,000 deaths do not measure the 
full extent of the waste. They are merely a 
rough index of unmeasured preventable ill- 
ness and suffering among mothers. Further- 
more, certain diseases of early infancy are 
closely connected with the health of the 
baby’s mother and the maternity care she has 


received, and these diseases cause about one- 


third of all the deaths occurring among 
babies under one year of age. More than 
75,000 babies die each year from this group 
of diseases because they do not have a fair 
start in life. 

The life and health of the mother are in 
every way important to the well-being of her 
children. Breast feeding through the great- 
er part of the baby’s first-year is his chief 
protection from all diseases, and mothers are 
much more likely to be able to nurse their 
babies successfully if they receive proper 
care before, at, and after childbirth. 

The expectant mother should at once con- 
sult a physician. She should remain under 
supervision so that any dangerous symptom 
may be discovered as soon as it appears. She 
should learn how to take care of herself, 
and she should have proper food and rest 
and freedom from anxiety. When the baby 
is born the mother needs trained attendance. 
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CHILDREN IN WARTIME 


A difficult maternity case is one of the 
gravest surgical emergencies. Many people 
do not seem to understand that in any case 
complications may arise which can be met 
safely by prompt and skillful scientific care 
but which at the hands of an unskilled 
attendant may cost the life of mother or 
child or both. Even after confinement the 
mother needs continued supervision and rest 
until her strength has returned. 

Thousands of mothers, both in city and 
country, do not have the essentials of safety, 
partly, perhaps chiefly, because they do not 
realize the dangers involved in lack of care 
or else accept the dangers as unavoidable. 
Many women are at present unable to obtain 
proper care, but when all women and their 
husbands understand its importance and 
demand it for every mother, physicians will 
furnish it, medical colleges will provide 
better obstetrical training for physicians, 
and communities will see to it that mothers 
are properly protected. 

Little has been done as yet to show 
women that much of the waste of mothers’ 
lives and health is unnecessary. Even less 
has been undertaken by communities to 
provide protection for them. Many com- 
munities which have studied their typhoid 
and tuberculosis death rates and have under- 
taken costly measures to reduce them have 
been heedless of the death rates among 
mothers. It is not strange, therefore, that 
since 1900 the typhoid rate for the country 
as a whole has been cut in half, and the rate 
from tuberculosis has been markedly 
reduced, while the death rate from maternal 
causes has shown no demonstrable decrease. 

Just how the importance of adequate 
maternity care is to be made plain to a com- 
munity, and just how skilled care and in- 
struction are to be made available for all 
mothers, are of course local questions to be 
considered by each community. The pre- 


natal clinics and prenatal nursing which are 
being developed in many cities suggest a 
method of supervision and instruction which 
might well be extended. Even in cities where 
such work is carried on and where good 
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hospitals are numerous, the number of 
mothers reached is small in comparison with 
the number who bear their children without 
adequate care. 

Difficulties are perhaps greatest in rural 
districts where the sheer inaccessibility of a 
physician is often added to the other ele- 
ments of the problem. Here a public nurs- 
ing service with headquarters at the county 
seat, or other accessible town, would prob- 
ably be the first step, placing at the service 
of every expectant mother a visiting nurse 
who is especially equipped to give her in- 
formation about personal care and to watch 
for symptoms of trouble demanding medical 
advice. As such a nursing service develops, 
its headquarters might become, with the co- 
operation of physicians, a sort of maternal 
and child-welfare center to which not only 
expectant mothers but also mothers with 
babies could come for instruction, examina- 
tion, and advice. If no general hospital were 
conveniently near, a cottage hospital for 
mother and babies might ultimately form a 
part of such a center. 

A more general use of existing provisions 
for scientific maternity care and the exten- 
sion of provisions for such care in all types 
of communities should ‘serve to reduce the 
number of deaths among mothers and babies 
and to improve the health and general condi- 
tion of children throughout the country. A 
full discussion of the causes and prevention 
of maternal deaths and an analysis of avail- 
able statistics, are contained in a report on 
Maternity Mortality, published by the 
Children’s Bureau. 

The Children’s Bureau has several 
publications which are of interest in connec- 
tion with work for the welfare of mothers 
and babies. A list of these publications will 
be sent upon application to the Children’s 
3ureau, Washington, D. C. 





CHILDREN IN WARTIME. 
How Canada Takes Care of Soldiers’ 
Children. 
How Canada provides for the wives and 
children of her enlisted men is described in 
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a report by Mr. S. Herbert Wolfe of New 
York, prepared at the request of the Secre- 
tary of Labor and just published by the 
Children’s Bureau of the United States De- 
partment of Labor. 

In presenting the report, Miss Lathrop, 
Chief of the Children’s Bureau, says: 

“In the fifty years since the Civil War, 
legislation affecting the family and _ its 
economic status has shown marked growth. 
Mothers’ pension laws and minimum-wage 
laws are recognized examples, and it is 
acknowledged that their result has not been 
to pauperize but distinctly to improve the 
power of the family to protect itself. In 
view of this tendency it is to be expected that 
a system of compensation for soldiers and 
sailors can be developed whereby the Gov- 
ernment will make possible for their children 
the home life and parental care which are 
the common need of every child.” 

The report points out that in Canada two 
notable elements have been added to the 
Government provision for soldiers and their 
families: First, insurance on the lives of 
soldiers is carried by various municipalities, 
and, second, the Dominion has undertaken as 
a part of its military system the reeducation, 
in a suitable occupation, of the disabled 
soldier so that he can assume again, in whole 
or in part, the care of his family. 

The Canadian compensation for the 
soldier and his family includes not only $33 
of monthly pay for the private in active 
service but a separation allowance to his 
dependents of $20 a month from the Domin- 
ion Government and further assistance in 
special cases from the Canadian Patriotic 
Fund. 

For example, the wife of a private soldier 
with three children between the ages of 10 
and 15 may receive either $15 or $20 from 
the assigned pay of her husband, $20 separa- 
tion allowance, and $25 from the Canadian 
Patriotic Fund, or in all $60 or $65 a month. 

If her husband is killed, she will receive 
$40 a month for herself, and an additional 
$6 a month for each of her children until 


her boys are 16 years of age and her girls 
are 17 years of age. In addition, if she 
lives in Toronto or one of a number of other 
cities, she will receive life insurance. This 
will be paid to her in monthly instalments 
unless she shows that she needs the entire 
amount at once to pay off a mortgage or to 
make a start in business. 

If her husband is disabled, she will 
receive a special maintenance allowance 
while he is having medical treatment and 
learning a new occupation, and when he is 
finally discharged, if his physical disability 
continues, a pension will be paid according 
to the extent of his disability and the num- 
ber of his children under 16 or 17 years of 
age. 

Mr. Wolfe is an actuary of recognized 
authority and he has analyzed especially the 
municipal provision for life insurance by 
which certain Canadian cities have supple- 
mented the pensions provided by the Domin- 
ion for dependents of deceased soldiers. In 
Toronto, the municipality has not only pur- 
chased $10,000,000 worth of insurance from 
private companies, but it is itself carrying 
more than $32,000,000 worth of insurance. 
A municipal insurance bureau has _ been 
organized and $2,000,000 worth of bonds 
have been issued of which the principal and 
interest are a charge upon the general tax- 
payers of the city. Every officer and enlisted 
man residing within the city limits of 
Toronto who volunteers for oversea service 
has from the date of his enlistment been 
protected by a life insurance policy of 
$1,000, the protection running from the time 
of his enlistment to his death or six months 
after his discharge or resignation. 

The report refers also to the fact that each 
of the European countries makes Govern- 
ment provision for the faiilies of private 
soldiers and sailors. In Great Britain, 
France and Germany the amount of the Gov- 
ernmental separation allowance depends up- 
on the size of the family which must be 
supported. 
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REVIEWS FROM CURRENT LITERATURE 


CHILDREN’S PLAY—A PATRIOTIC 
CALL. 

“Public provision for recreation is not a 
luxury to be cut off but a necessity to be 
conserved.” Miss Julia C. Lathrop, Chief 
of the Children’s Bureau of the United 
States Department of Labor, in discussing 
the report on Facilities for Children’s Play 
in the District of Columbia, which has just 
been issued by the Bureau, said today: 

“An English authority has lately pointed 
out the demoralization to boys and girls 
caused by the breaking down of clubs and 
the withdrawal to the army of recreation 
leaders, and he has traced much of the in- 
crease in juvenile delinquency in England to 
the chaos in recreation activities which has 
prevailed since the war. 

“This is a good time to remind ourselves 


57 
that the continuance and development of all 
types of innocent and healthful recreation in 
every community offer a call to patriotic 
service for many who can not go to the 
front. The strain and anxiety which are 
certain to grow in this country for an indef- 
inite period ahead of us need to be counter- 
balanced by greater community effort to 
provide opportunity for wholesome play.” 

The report on children’s play in Washing- 
ton describes the various sections of the city 
and the extent of the playgrounds and 
athletic fields provided by the District Gov- 
ernment, by the public schools, and in con- 
nection with the Federal parks. It includes 
an analysis of distances and population in 
relation to play facilities and makes recom- 
mendations for the further development of 
recreation in Washington. 


REVIEWS FROM CURRENT LITERATURE 


CARDIO-VASCULAR RENAL DISEASE 


Barker, Lewellys F.: The Classification and Rela- 
tions of Cardio-Vascular-Renal Disease. Southern 
Medical Journal, January, 1917, Vol. X, p. 22. 


The author comments on the clinical 
picture of this disease, dividing the mani- 
festations into four stages: 

First. Earliest stages Often discovered 
at insurance examinations or at regular 
periods of medical overhauling when a 
blood pressure above 150 and faint trace of 
albumin and a few casts is present in the 
urine, a history of voiding once or twice at 
night and the urine becoming more abundant 
and somewhat paler than usual. 

Second. Stage of autopoxen arterial 
hypertension. — The patient complains of 
headaches, or sense of fulness in the head, 
dizziness, irritability, fatigability, insomnia. 
Blood pressure, systolic, 150-190; diastatic, 
70-100 ; apex beat forcible and second aortic 
sound; accentuated urine, if repeatedly ex- 
amined, reveals albumen and casts at times, 
and there is polyuria day and night. 

Third. Advanced stage before the ap- 


pearance of threatening complications.— 


Maximal blood pressure over 200, minimal 
over 100; left vertricle enlarged, ringing 
aortic second sound; polyuria and nycturia 
urine pale, low specific gravity, containing 
little albumin and a few casts, deficient elim- 
ination of nitrogen and sclerosed arteriales. 

Fourth. Advanced stage with serious 
complications. —With signs of myocardial 
insufficiency, pulmonary edema, or cerebral 
apoplexy, or signs of uremia with acute 
toxic or inflammatory nephropathy. 

After discussing the classification and 
relations of the disease from the standpoint 
of pathological anatomy and histology— 
classifications and relations of the disease 
from the standpoint of pathological physi- 
ology and comments on the etiology and 
pathogenesis of the disease, the author con- 
cludes: “It would seem probable, then, that 
the etiological factors that are responsible 
for the origin of arterial hypertension and 
of arterial sclerosis are the real causes of 
the disease we are considering. Probably 
several etiological factors, rather than a 
single one, may contribute. Three great 
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groups of injuries to the blood vessels are 
under suspicion: (1) Physical and mental 
overstrain ; (2) poisoning by exogenous and 
endogerous substances and (3) injury from 
metabolic products produced in excess.” 

R. H. M. 


Eustis, Allen: The Role of Food in the Etiology 
of Cardio- Vascular- Renal Disease. Southern 
Medical Journal, February, 1917, Vol. X, p. 96. 


Eustis disregards carbohydrates and fats, 
water and salts as etiologic factors in the 
production of this disease and devotes his 
remarks to the consideration of the proteid 
foods as a causative factor stressing the 
gastro-intestinal intoxications and absorption 
of toxic products from an over-abundance 
of protein substances ingested ; summerizing 
his article as follows: “In cases of cardio- 
vascular-renal disease intestinal toxemia 
may contribute to the severity of the symp- 
toms and should be considered in the 
management of all cases. The stools of man 
vary in degree of toxicity. Extracts of 
human feces when injected into rabbits may 
produce changes in the kidney analogous to 
those found in cardio-vascular-renal disease 
in man. Excessive protein food irrespective 
of intestinal toxemia, overworks the kidneys 
and is at least a predisposing cause of cardio- 
vascular-renal disease.” 


Vanderhoof, Douglas: Syphilis as a Factor in 
the Production of Cardio-Vascular-Renal Disease. 
Southern Medical Journal, February, 1917, Vol. X, 
p. 100. 


After reviewing the literature relative to 
the effects of syphilis on the heart and blood 
vessels, showing the great changes that take 
place in the heart and great vessels as a 
result of syphilitic infection, the author does 
not incriminate syphilis to any great extent 
in the production of hypertension and con- 
cludes by emphasizing the emergetic treat- 
ment of early diagnosticated syphilis as a 
preventive measure of those later changes 
in the heart and blood vessels that are due 
to syphilis as sclerotic aortitis, aneurysm, 
angina pectoris, myscorditis, etc. R. H. M. 


Strickler, C. W.: Significance of Hypertension. 
Southern Medical Journal, March, 1917, Vol. X, 
p. 191. 

Considering hypertension from a clinical 


standpoint, Strickler says: “Fear, anger, 
excitement, worry, over-eating, muscular 
exercise, pain and mental effort are among 
the temporary causes of this condition, and 
it is not difficult to see how the more or less 
continuous action of one or more of these 
may cause hypertension lasting throughout 
the day.” This signifies the beginning of 
some auto-intoxication, which is usually, to 
begin with, of an intestinal character.” He 
thinks that pyorrhea and disease of the 
prostate may influence the secretion of 
thyroid and suprarenal glands to excess and 
these toxins circulating in the system con- 
tribute to hypertension and arterio-sclerosis. 
R. H. M. 


Geraghty, J. T.: Renal Functional Tests. South- 
ern Medical Journal, March, 1917, Vol X, p. 194. 


The author calls attention to the various 
functional tests for renal secretion and 
points out their inaccuracies and deficiencies. 
He relies on the simple water and phthalein 
corroborates his finding by the estimation of 
blood urea, insisting that the evidence 
obtained by these tests should be considered 
in connection with clinical findings. 

2. BH. M. 


_McLester, Jas. S.: Cardiac Efficiency in Rela- 
tion to Cardio-Vascular-Renal Disease. Southern 
Medical Journal, April, 1917, Vol. X, p. 295. 


Directs attention to embryology of the 
vascular system, the close relationship of 
heart and blood vessels, the effect of disease 
processes on both at the same time and the 
relation of this diseased process to kidney 
disease. He then discusses the contractibil- 
ity, excitability, ability to initiate impulses, 
conductivity and tone of the heart muscle, 
indicating anything that disturbs these na- 
tural functions as deleterious. He stresses 
the value of careful and complete examina- 
tion in order to discover cases early in the 
disease, urging the use of all diagnostic 
methods at one’s disposal and a serious con- 
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sideration of all the factors elicited in the 
patient’s life history. R. H. M. 


Dock, George: Prognosis in Cardio-Vascular- 
Renal Disease. Southern Medical Journal, April, 
1917, Vol. X, No.. 4, p. 298. 


Prognosis depends upon the exact recog- 
nition and functional condition of the sub- 
ject and accurate realization of accumulated 
data bearing upon the problems involved. 
Dock divides prognosis into two aspects, 
general and specific or individual. He 
thinks that too much stress has been put on 
the detection of heart murmurs and _ in- 
creased blood pressure bringing about an 
exaggerated fear and anxiety, and advises 
more than one examination and careful con- 
sideration of general condition of the patient 
and simple management before rendering a 
prognosis. Heart murmur, slight hyperten- 
sion, albumen and cast in the urine, of them- 
selves should not necessarily alarm the 
physician or patient. Even in cases of in- 
compensation a guarded prognosis is advised 
because of the remarkably recuperative 
powers of the heart muscle. R. H. M. 


Thayer, W. D.: The Management of the Early 
Stages of Hypertensive Cardio-Vascular-Renal 
Disease. Southern Medical Journal, May, 1917, 
Vol. X, p. 367. 


Divides the cases who will consult a physi- 
cian into three classes: “Those patients with 
little or no evidence of vascular or renal 
change who show a beginning or well 
marked hypertension. Those cases that 
show some albuminuria as well as more or 
less demonstrable changes in the peripheral 
arteries or those of the eye grounds. Those 
instances associated with well-marked renal 
changes with impairment of function, poly- 
uria decreased phthalien output, fixation of 
the specific gravity.” Thayer then discusses 
the management from the standpoint of 
regulation of the manner of life; the use and 
abuse of tobacco, the diet, the use and abuse 
of alcohol, physical exercise, the avoidance 
of constipation, removal or control of foci of 
irritation, avoidance of drug administration 
that will “knock down the blood pressure,” 


and concludes with the advice that these 
patients must be given detailed, careful 
directions relative to excitement, mental 
worry, physical strain, smoking or use of 
tobacco, immoderate eating and drinking. 
Gain the patient's confidence, encourage him, 
remove foci of infection, correct errors of 
refraction, sinus disease and gastrointest- 
inal disturbances. Relieve the tension of 
routine business life by vacations and out- 
door sports when his condition allows and 
prevent the patient from developing an un- 
due interest in his own blood pressure. 
R. H. M. 


CHRONIC APPENDICITIS 


Granger, Amedee: Unsuspected Chronic Ap- 
peniicitis Recognized During the Roentgen Ex- 
amination of the Gastrointestinal Tract. J/nter- 
state Medical Jour., Vol. XXIV, 1917, p. 669. 


“Cases of unsuspected appendicitis are not 
as uncommon as might be supposed. During 
the past three years the writer has dis- 
covered unmistakable evidences of chronic 
appendicitis in ten patients whose gastro- 
intestinal tract he was examining with the 
roentgen rays for supposed abnormalities in 
the stomach or the duodenum, and in whom 
the possibility of appendiceal disease was not 
thought of. The symptoms in these cases 
were not constant but such as to suggest 
gastric or duodenal disease, and, with the 
exception of two, all the cases examined 
had been diagnosed, and by competent men, 
as probable gastric or duodenal ulcers. In 
the two exceptions, the diagnosis of gastric 
neurosis had been made. Not one of these 
patients complained of pain and tenderness 
in the right iliac region, and there was noth- 
ing in their histories which could have sug- 
gested that the appendix was the offending 
organ. The duration of the illness in these 
cases had been from a few months to nine 
years, with irregular intervals in the cases 
of long duration during which the symptoms 
would disappear altogether. All cases had 
been under treatment, some for dyspepsia, 
still others for neurasthenia or gastric 
neurosis.” ° 
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The roentgen findings on which the 
diagnosis of chronic appendicitis was made 
in these cases were: 

A fixed appendix shadow, meaning that 
an appendix shadow which could not be 
moved by manipulation during a screen ex- 
amination, or one found in exactly the same 
position and location on plates made at sev- 
eral hours interval ; 

Or an appendix shadow showing persist- 
ent kinks or constrictions ; 

Or an appendix shadow still plainly visible 
hours after the cecum and the ascending 
colon could no longer be seen. 

When the appendix shadow is not freely 
movable or when it is kinked or constricted 
the appendix will be found adherent, and 
the seat of chronic inflammatory changes. 

An appendix that is not empty of the 
opaque meal when the cecum and the ascend- 
ing colon are, is a non-functioning appendix, 
one whose walls have lost their elasticity. 
and contractility. This is always the result 
of infiltration and thickening of its walls by 
the chronic and recurring inflammatory 
conditions of the appendix. 

In conclusion we emphasize two facts: 

1. That a patient may be suffering from 
chronic appendicitis and yet have no symp- 
toms suggesting trouble with that organ, but 
present a clinical picture strongly suggestive 
of ulcer of the pylorus or of the duodenum. 

2. That the appendix shadow is some- 
times hidden from view by the shadow of 
the cecum, and can only be visualized by a 
thorough emptying of the cecum.” . L. w. Cc. 


REMOVAL OF NEEDLES 


Bulkley, Kenneth: A Method of Precision for 
the Removal of Needles in the Hand; The Use of 
the Microphone. Annals of Surgery, Vol. LXVI, 
1917, p. 19. 


Numerous devices have been suggested 
for the localization and the removal of these 
needles. For accurate localization, the tri- 
angulation roentgenograms and the stere- 
oscopic roentgenograms are of the greatest 
assistance. 


“But the greatest difficulty has always 
seemed to me to be not so much the localiza- 
tion of the needle before incision, as in its 
recognition at the time of operation. If, on 
incision, the needle comes at once into view, 
the problem is solved. But embedded needles 
are frequently buried in the muscular thenar 
eminence, lie longitudinally in a lumbrical 
muscle or flexor tendon, or hide in the most 
adept manner in one of the interossei. To 
see a needle so hidden means a large in- 
cision, wide retraction, and often considerable 
injury to muscle or tendon, all these factors 
tending to lengthen the time of operation 
and to enhance the possibility of infection. 
To always be able to feel a needle with the 
finger partakes of the supernatural. I ques- 
tion either the memory or the experience of 
the man who states that he has never failed 
to find a needle by the ordinary dissection 
method. Of course one may, if fortunate, 
have the opportunity to work under the 
guidance of the fluoroscope, but this is not 
always available.” 

The use of the microphone has vary ma- 
terially assisted in the removal of needles 
in Bulkley’s experience of 33 patients ; 25 of 
which have been needles. 

In two cases errors not to be charged to 
the microphone made necessary a second 
attempt. 

“In none of the remaining twenty-three 
cases have I had much difficulty in localiz- 
ing the needle. The usual operating time is 
about ten minutes and until very recently I 
have never taken more than 20 minutes to 
obtain contact. In one case I was able to 
remove a lumbarpuncture needle broken 
within the vertebral arch without resorting 
to laminectomy ; and in another case to find 
in granulation tissue without anesthesia a 
needle that had been already searched for 
four hours without success. I feel very 
strongly thaf a method capable of reducing 
primary failures from 53 per cent to 3 per 
cent is worthy of more extended trial.” 

L. W. C. 
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REVIEWS FROM CURRENT LITERATURE 


ROENTGEN DIAGNOSIS 


George, A. W., and Leonard, R. D.: The 
Roentgen Diagnosis of a Pathological Gallbladder. 
Amer. Jour. of Roentgenology, Vol. VII, 1917, No. 
7%, p. 321. 


George reiterates some of his previous 
statements as to gallbladder diagnosis. Gall- 
stones can be shown in a certain percentage 
of cases but the gallbladder shadow also can 
be shown. His premise is that the normal 
gallbladder does not throw a shadow and a 
shadow definitely known to be that of the 
organ mentioned indicates pathology. 

He does not think that mere palpation of 
the gallbladder is sufficient to indicate 
whether it is normal or not and that only an 
examination by a pathologist could settle 
the point. 

The roentgen evidence of gallstones is 
indicative therefore not only of gallbladder 
disease but a gallbladder shadow is also 
pathological and can not be eliminated by 
the surgeon but only by the pathologist. 

L. W. C. 


TOXICITY OF SALVARSAN. 

Jay Frank Schamberg, John A. Kolmer and 
George W. Raiziss: Toxicity of Salvarsan. The 
Journal of Cutaneous Diseases, Vol. XX XV, 1917, 
p. 286. 

Schamberg, Kolmer and Raiziss have 
given a very extensive report on their ex- 
perimentations with salvarsan; this report 
embraces a consideration of the various 
phases of salvarsan therapy. The report 
was made at the fortieth annual meeting of 
the American Dermatological Association. 
The published report covers fifty pages of 
the recent number of the Cutaneous 
Diseases; it is an extremely interesting re- 
port, especially in view of the fact that the 
investigation was with the American-made 
salvarsan, known as “Arsenobenzol.” The 
following important subjects were inves- 
tigated with animal experimentation: “In- 
fluence of concentration of solution on 
toxicity,” “Influence of non-ueutralized or 
acid solutions on toxicity,” “The influence 
of the amount of alkali added upon toxicity,” 
“The influence of the purity of the water on 
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toxicity,” “The influence of the age of the 
solution and the factor of oxidation on 
toxicity,” “Reactive manifestations after 
salvarsan,” “Causes of reaction,” “Varia- 
tions in the medicament and their relations 
to the immediate reactive symptoms,” etc. 
The following interesting conclusions are 
given by the authors: 

1. Salvarsan may be used in concentrated 
solutions up to 0.6 gms. in 10 c. c. in animals, 
without any evidence of toxicity. 

2. The failure to neutralize solutions of 
salvarsan with alkali leads to an increase in 
toxicity of 50 to 60 per cent in solutions of 
Y, to 1 per cent concentration. 

3. The addition of moderate excess of 
alkali beyond the amount required for 
neutralization does not increase the toxicity, 
as determinable by the duration of life of 
the experimented animal. It is possible, 
however, that it may have other untoward 
effects. 

4. The use of sterile, fresh distilled water 
appears to possess advantages over sterile, 
stale distilled waters as regards toxicity, 
although the difference in our experiments 
was not pronounced. 

5. Salvarsan in alkali solution tends to 
undergo oxidation on standing, with conse- 
quent increased toxicity, but this substance 
and its congeners vary considerably in the 
rapidity of oxidation and in the degree of 
associated toxicity. The drug should be 
used reasonably prompt after preparation. If 
two or three hours delay is unavoidable, the 
solution should be kept in a cylinder, full to 
the stopper, so that no air is present. 

6. Several different types of reactive 
symptoms may occur after the use of salvar- 
san: (a) immediate, (b) early, and (c) de- 
layed. The immediate symptoms are due to 
paresis of the blood vessels; the early 
symptoms coming on a few hours after the 
injection are febrile and gastrointestinal, 
and the delayed symptoms may be referable 
to the brain or the liver and gastrointestinal 
tract. 

7. There is no one cause of the reaction. 
The etiological factors in the production of 
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reactive phenomena may be related to (a) 
the patient, (b) the technique, and (c) the 
medicament. We believe that the most im- 
portant factor in the causation of the re- 
actions is referable to the drug. We believe 
that the immediate vasoparetic reactive 
symptoms are due to traces of an unidenti- 
fied impurity in the drug, which we have for 
convenience.termed substance —X. We are 
confident that these symptoms are not due 
to “arsenoxide.” 

9. Salvarsan and its congeners are not 
compounds of absolute chemical purity. We 
cannot, therefore, expect absolute constancy 
in biological effects. 

10. Salvarsan and its congeners may vary, 
within certain limits, in therapeutic effect, 
and to a greater degree in toxicity. The 
ampules obtainable in the open market exhib- 
ited striking variations in toxicity. 

11. Even the poorest compounds, how- 
ever, are tolerated by animals in much 
higher amounts than the maximum dose 
administered to man, so that there is nearly 
always a latitude of safety. 

12. We believe that the commercial prod- 
ucts should be tested out intravenously as 
well as subcutaneously, and that they should 
be tolerated by rabbits in the dose of 60 
mg. per kilo of body weight. 

13. Salvarsan is a safer substance than 
mercury and can be tolerated intravenously 
by white rats in fifty times the dose of the 
latter, weight for weight. J. L. K.-S. 





NEW AND NONOFFICIAL 
REMEDIES. 


AmpPutLs CaLtciuM CACODYLATE SOLUTION 
—Mutrorp.—Each ampule contains cal- 
cium cacodylate 0.045 gm. in 1c. c. The 
H. K. Mulford Co., Philadelphia, Pa. 

BETANAPHTHOL BENZOATE — ANTHONY- 
HamMMoND CHEMICAL Works, Inc. —A 
brand of betanaphthol benzoate which 


complies with the N. N. R. standards for 
this drug. Anthony-Hammond Chemical 
Works, Inc., New York City. 


Borcuerpt’s Matt Extract witH Cop 
Liver O1Lt.—A liquid composed of cod liver 
oil, 20 per cent, and Morcherdt’s Malt Ex- 
tract Plain, 80 per cent. The Borcherdt 
Malt Extract Co., Chicago. 

BorcHerpt’s Mat ExTRACT witH CREO- 
SOTE.—100 c. c. contain beechwood creosote, 


4 minims per fluidounce, in Borcherdt’s Malt - 


Extract Plain. The Borcherdt Malt Ex- 
tract Co., Chicago. 

BorcHerpt’s MALT Ex?TRACT witH Cas- 
CARA SAGRADA.—100 c. c. contain cascara 


sagrada, 60 grains per fluidounce, in 
Borcherdt’s Malt Extract Plain. The 
Borcherdt Malt Extract Co., Chicago. 


(Jour. A. M. A., June 23, 1917, p. 1911.) 

CHLORAZENE SuRGICAL CrEAM.—It con- 
tains chlorazene, 1 gm. in 100 gm. of a base 
composed of sodium stearate, 15 per cent, 
and water, 85 per cent. The Abbott Labor- 
atories, Chicago. 

Catcium CacopyLaTe.—The calcium salt 
of cacodylic acid containing from 43.5 to 48 
per cent of arsenic in the form of cacodylic 
acid and free from arsenite, arsenate and 
monomethylarsenate. It has the mild 
arsenic action of cacodylates. Calcium 
cacodylate is white, almost odorless, and 
very soluble in water. 

KEPHALIN—ARMovurR. — The hemostatic 
phosphatid obtained from spinal cord and 
brain tissue of mammals. It is essentially 
the same as Brain Lipoid, N. N. R. For a 
discussion of the actions and uses see New 
and Nonofficial Remedies, 1917, p. 124, 
under “Fibrin Ferments and Thromboplastic 
Substances (Kephalin).” Kephalin-Armour 
is applied freely to bleeding or oozing sur- 
faces in 1 to 2 per cent suspensions in phy- 
siological sodium chlorid solution. Armour 
& Co., Chicago. (Jour. A. M. A., June 2, 
1917, p. 1625.) 

STRONGER THORIUM CITRATE 
So_ution.—Prepared by dissolving thorium 
nitrate, 15 gm., sodium citrate, 22.5 gm., in 
water, neutralizing with sodium hydroxide, 
and diluting to 100 c. c. It is used for obtain- 
ing urethral pyelograms. 


Sopiu M 
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